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The successful introduction of Gillette 
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ensure perfect fit and complete rigidity 
in use with Gillette Surgical Blades. 
Gillette Surgical Blades and Handles are 
made for each other and used together 
satisfy the most exacting requirements 
of surgical technique. 
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METHODS OF EDUCATION 


BY 


J. A. LAUWERYS, D.Sc., F.R.LC. 


Professor of Comparative Education in the University of London, Institute of Education 


Last year’s educational number of the British Medical 
Journal contained an introductory article on reform in 
medical education by Professor Melville Arnott, and there- 
after a number of ‘distinguished contributors considered, 
from the standpoint of their own special knowledge, prob- 
lems which arise in the teaching of physiology, anatomy, 
biology, chemistry, and physics. Their papers displayed 
remarkable, indeed surprising, agreement regarding not 
only general aims and objectives but even regarding 
methods that deserve adoption. My own experience of 
teaching in school and university lies outside the field of 
medicine, and it would be unforgivably presumptuous on 
my part to criticize medical education or to offer sugges- 
tions for its improvement. I am encouraged, however, by 
Flexner’s remark that “ medical education presents a prob- 
lem not of medicine but of education” to compare what 
is being said about the teaching of medicine with general 
trends of educational reform. 

Those who are concerned with the professional prepara- 
tion of young people who intend to become physicians or 
surgeons are faced, like all other teachers, by the effects 
of rapid social and political change. They face problems 
which arise through the adoption by statesmen and Parlia- 
ment of policies the roots of which lie elsewhere than in 
the sciences. They are expected to deal with vast and 
growing numbers of students many of whom are insuffi- 
ciently prepared for advanced or professional work and 
who come from social strata which a generation or two 
ago supplied few university entrants. They are puzzled, 
as we all are, by the rate at which scientific knowledge 
grows and theories change. They note, often with dismay, 
that new specialized fields of study constantly crystallize 
out, while on the other hand the need for an integration 
of studies becomes ever more apparent. 

As for our colleagues in secondary schools, they too 
meet problems which, at their own level, are homologous 
with those which we face in higher institutions, They 
too have to deal with large numbers of pupils coming from 
homes materially and culturally poorer than those which 
sent their children to grammar schools thirty years ago— 
homes, moreover, where there is no tradition of independent 
reading and usually no trace of a professional outlook. 
The courses of study pursued in secondary schools have 
been much broadened by the introduction of new subjects 
in the curriculum: more modern languages, more art and 
music, social studies. Thirty years ago, boys usually learnt 


in science only physics and chemistry, girls only botany ; 
now both sexes learn a little about each of the three, plus 
a little zoology and sometimes some astronomy and 
geology. The total time allotted to science, however, is 
no more than it was. Inevitably, standards of attainment 
suffer : those who now enter the university are not as 
well grounded in the basic sciences as the previous genera- 
tion. Furthermore, all young people nowadays are to an 
ever greater extent distracted from serious study by the 
pervasive radio, the call of the cinema, the football pools, 
and the multitude of mechanized amusements which seduce 
the adolescent mind from pursuits of more permanent 
value. 


The Student at the University 


In framing proposals for the improvement of university 
education it is well to begin by considering as clearly and 
vividly as we can the conditions in which our students live 
and the nature of the attractions with which we have to 
compete. Many, if not most, of the young people who 
attend the first- and second-year courses have come from 
middle-class or working-class homes, and they are anxious 
to establish themselves in the world and thereby to live up 
to their parents’ expectations. Our examinations are to 
them primarily a way of obtaining guaranteed social 
status, together with the appropriate income, rather than 
tests of scientific or professional competence. Many of 
these young people are living away from home for the first 
time and, in addition, they are forced to be very economical. 
Apart from the relatively small proportion who have rooms 
in hostels or college, they occupy modest and cramped 
rooms in what are often noisy houses. For the most 
part they cannot afford to buy books, while a visit to 
theatre or concert is a rare luxury. Under such conditions, 
and in such a frame of mind, wide and leisurely reading 
is not to be expected : it will be replaced very largely by 
the “swotting up” of condensed and potted lecture-notes 
that are thought to be the essence of the course on which 
the all-important examination will be based. 

These young people are often deeply impressed by the 
surroundings of a university and by the supposed eminence 
and omniscience of their professors. Of course, very often 
they hide their embarrassment and lack of assurance behind 
a deceptive facade of bravura and nonchalance, But it 
shows itself by their hesitation in asking for help when 
they need it, by their attempts to hide their ignorance when 
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it would be better to expose it so that it might be removed, 
and by the inadequate support they give to general uni- 
versity functions and activities. 

These beginners, who have never acquired the habit of 
reading or of individual self-directed study and have learned 
to rely overmuch upon the help and direction of devoted 
secondary-school teachers who coach with care their 
promising pupils, are suddenly flung into lecture-room or 
ward. Occasionally unable to hear what is being said or 
to see what is being shown, untrained in the art of picking 
out essential principles from a mass of material, they tend 
to scribble down unimportant details, often mentioned by 
the lecturer only by way of illustration. 

Of course, the above picture has been painted quite 
deliberately in rather sombre hues, but it is not, I think, 
altogether false. Nor need we feel unduly gloomy, nor 
bemoan the fact that things would be better if they were 
different. After all, our students are perfectly prepared to 
work hard and to exert effort if they are shown the way 
and wisely directed. They are not less intelligent and are 
probably as devoted as preceding generations. We have at 
our disposal teaching methods, as well as instruments of 
communication or exposition, and a general equipment of 
laboratories and buildings superior to those available to 
our predecessors. . Further, we have the satisfaction of 
knowing that our methods of selecting university students 
enable us to get intelligent people from all ranks of society. 
We shall meet with success if we learn to mobilize and 
to employ effectively the resources at hand. 


Activity Methods 


In the effort at adapting traditional university methods 
of instruction to changed conditions, it may be helpful to 
study what is happening in the schools and to take account 
of the views of educational reformers. Not, of course, 
that this implies that university teachers should copy what 
is done elsewhere. At most, they must take account of 
the practices of those who specialize in the process of 
instruction in order to see whether there are here methods 
that might be adapted to meet other needs. . 

Incidentally, it is noteworthy that many of the ideas 
defended by so-called “ progressive educators’ and recom- 
mended by them for adoption in teaching young adolescents 
resemble in large measure the practices of the best and 
wisest. university teachers. For instance, “ progressives ” 
have long condemned didactic methods—that is, the simple 
dogmatic exposition of knowledge, by a method involving 
mainly chalk and talk, to a whole class who listen passively 
and attempt to memorize, sponge-like, verbal formulations. 
It is said that this involves enormous waste. First, because 
human beings learn imperfectly by listening. Their minds 
have to be activated and sensitized, which happens most 
easily when they are forced to face and to deal with 
problem situations. Secondly, because different human 
beings think and learn at different rates, so that class 
instruction is too slow in tempo for the more intelligent 
and too fast for the less bright. 

It is evident that such criticism resembles that frequently 
urged against the lecturing to large numbers of students 
which is the central feature of most modern universities, 
and not only in Great Britain. It reminds one, too, of the 
attacks of Professor H. E. Armstrong, some half-century 
ago, against the methods of teaching chemistry then current 
in school and university. 

Reformers have urged that the success of a teacher any- 
where is to be measured, not by the number of words 
or verbal formulations which his pupils learn, but by the 


degree of purposive mental activity which he arouses in 
them. And in order to arouse this activity they have recom- 
mended the adoption of a number of methods and devices, 
partly intended directly to stimulate purposeful thinking 
about practical problems and partly intended to individual- 
ize instruction—these two being always connected. 


The “ Project ” 

Possibly chief among these activity methods is what is 
called the “ project,” a scheme of teaching analogous to 
what the French call the “centre d’intérét.” In its most 
extreme form a project method implies the abandonment 
of subject teaching ; that is, children should no longer be 
taught mathematics, science, history, etc., but instead they 
should study and attempt to deal with a number of com- 
prehensive problems. For example, as a result of joint 
discussion between teacher and pupils, the class (note: the 
class, not the teacher) might decide to spend a few weeks or 
months considering how the public water supply is obtained, 
purified, distributed, and got rid of ; or how their city is 
governed and the public services paid for and administered. 
They would divide themselves into groups, to each of which 
a set task would be allocated or a definite problem assigned 
for study, again after joint discussion. During the course 
of the work the pupils would, so to.say incidentally, be 
forced to learn some mathematics, science, history, etc. At 
the end, when the project is accomplished, the results would 
be displayed, shared, made public in a series of papers, an 
exhibition, perhaps a play. 

Some years ago many schools, especially in the U.S.A, 
organized the whole of their curriculum in such a manner. 
Experience has shown quite clearly, however, that this is 
going too far. The result is inevitably that the young 
people do not, when they leave school, possess any worth- 
while equipment of knowledge and skill organized in such 
a way as to make it generally usable. It is now accepted 
that it is wise to retain subject instruction but that the latter 
gains in value when the curriculum is enriched by a number 
of project activities. 

IncidentaJly, projects nowadays are nearly always pro- 
posed and adopted in the form of problems which lead, 
when analysed, to subsidiary problems. Thus teachers 
go some way to meet the wishes of H. E. Armstrong, who, 
it will be remembered, urged that all science everywhere 
be taught by a heuristic method, modelled on the research 
work of investigators who attempt to find answers to prob- 
lems. They go: some way, too, ’to adopt the advice of 
modern psychologists, chiefly of the Dewey school, who 
have pointed out that active thinking takes place most easily 
when a human being faces a real problem of importance 
to him. 

There are, I think, one or two things which can be 
learned from this experience, remembering that the uni- 
versity analogue to didactic teaching is the lecture. For 
example, one might suggest that an effort be made to pro- 
vide for groups of students, even in their first or second 
year, as part of their general course, some project or other 
which they could investigate. And, further, one wonders 
whether the practical work which they are asked to do 
might not, in a great many cases, be set as the practical 
investigation of a problem, an attempt to find the answers 
to questions by methods of experiment, rather than as @ 
simple manual exercise involving no more than the careful 
following of detailed instructions. 

The second tendency, mentioned above, arises from the 
clear realization that the ability of pupils and students 
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learn at very different rates. There is, of course, no doubt 
that private tutorials—one pupil, one teacher—form the 
most effective of all methods. The way in which slow 
learners sometimes manage to pass, after a few months’ 
coaching by a crammer, examinations which they had 
failed more than once illustrates the point. Again, it is 
clear that quick learners waste much time listening to 
lessons or lectures the speed of which is adjusted to the 
average. However, the cost of a full tutorial system of 
instruction would be much too heavy, in money and in 
personnel, to be borne at a time when universities have 
everywhere doubled in size. 


The Dalton Plan 


The Dalton plan—the name refers to a town, not to a 
person—worked out in the U.S.A. some thirty years ago, 
was an attempt to adapt methods of instruction to the 
requirement of individualization and to offer pupils the 
advantage of private attention without having to provide 
an excessively numerous staff. In essence, the plan consists 
in the careful preparation of detailed assignments telling 
the pupils what to read, which experiments to try, which 
problems to solve. These assignments are worked out 
together by teacher and pupil, and they provide a plan of 
activities intended to last for a month or six weeks. The 
pupil works at his own rate, distributes his time as he 
wishes among the different subjects, and consults his tutor 
whenever he meets a real and insurmountable difficulty. 

Two points deserve mention. - First, that many schools 
adopted the whole plan in the nineteen-twenties and 
thirties. Most have now gone back to a modified form 
of class teaching, devoting, say, only the afternoons to 
individual work on assignments. The chief reason was 
that the full “ plan” overloaded the staff, even though the 
weaker pupils still failed to get sufficient attention. It 
seems that the scheme does not work well if the pupil: staff 
ratio is greater than about 8:1. ' 

There is here, too, I think, a lesson to be learnt. The 
old “‘ Oxbridge ” tutorial system involved regular meetings 
between tutor and student, at which the latter read essays 
and had them thoroughly criticized. It is a system which 
admirably develops verbal facility and a happy command 
of language as well as a general interest in a rather vague 
and woolly philosophy. It is not particularly well adapted 
to the requirements of science-teaching. Tutors would 
probably find it well to spend most of the time available 
in planning courses of reading and laboratory work, taking 
care that these plans are duly noted down in a diary. 
American universities are certainly moving in this direction 
—indeed, many of us tend to think that they have already 
gone too far in supervising the work of their students, 
setting them tasks and problems, planning every minute of 
their day. However, we in Britain certainly have not gone 
too far and we usually leave our students too much to 


their own resources. 


Social Aspects of Science 


In all proposals put forward for the reform of school 
curricula and for changes in the content of instruction, 
there is one common factor. It is always urged that the 
material be selected and taught in such a way as to make 
evident its social importance. Some, indeed, go so far as 
to say that subjects or topics which have no social import- 
ance should not be taught at all. Now, in part, this ten- 
dency arises from the changed standpoint of the psycho- 
logists. The old faculty psychology is no longer defended 
» by anyone. Nobody now thinks of the mind as a collection 
of mental muscles (called attention, memory, criticism, etc.) 





which are capable of being developed and trained by 
special exercises. Therefore one can no longer justify 
formal modes of teaching by urging that they develop 
powers of memory, observation, criticism, and so on. The 
justification has to make clear the social or individual value 
or utility of what is being done. In part, too, the new 
emphasis on social significance is the result of increased 
knowledge in the fields of sociology and of the history of 
science. But probably the true reason lies elsewhere: in 
the pervasive climate of thought, in the widespread realiza- 
tion that western civilization has to adapt itself to a changed 
technology and that it has to accommodate itself both to 
the challenge of Russian Communism and to the new con- 
ditions created by the emergence on to the world stage of 
the Asian nations. 

However this may be, the point remains that our students 
are very receptive to lectures and talks on elementary 
sociology and on the social aspects of science. It seems 
that they learn more easily, are more receptive and atten- 
tive, when their teachers include references to such aspects 
in their courses. It would be a mistake to ignore or reject 
them as futile: their inclusion helps to activate the 
rest of the material by making it more evidently meaningful. 
In any case, one should not forget two facts. First, that 
one becomes a good doctor not simply by learning certain 
facts and skills, but also by acquiring certain attitudes and 
habits. Initiation into a great profession, with age-long 
traditions, is no easy matter. Secondly, as was pointed out 
earlier, most of to-day’s university students come from 
homes where there is no professional tradition of any kind 


‘ and where there has been no real contact with professional 


men and women. Thus, concentrating completely on pure 
subject-matter, and hoping quite simply that the profes- 
sional attitude is sufficiently contagious to be caught across 
lecture desk or demonstration table, may not suffice. More 
direct methods may be called for. 


The Process of Teaching 


New inventions, of use in exposition, have always modi- 
fied the business of teaching : one need think only of 
the invention of printing—or of the blackboard. The last 
fifty years have been particularly fertile in such—cheap 
linotype printing, new processes of colour reproduction, the 
episcope, the film strip, the moving film, the polygraph 
which allows easy reproduction of typed documents or 
even of diagrams and photographs. All these have found 
their way into class-room and lecture-room, but we have 
not yet discovered how to use them to best advantage. 
Potentially, the film is probably the most powerful of all 
these new media for the communication of ideas and of 
factual information. But it is also probably the most 
complicated and, because of its superficial attractiveness, 
the most prone to misuse. For instance, it is a mistake to 
use a film for showing the development of an animal from 
fertilized cell to adult. The whole point of the study is 
to show how one part develops into another. This study 
is most easily done on twenty or thirty still photographs, 
allowing detailed study. With a film each succeeding 
photograph wipes out the previous impression and the study 
becomes more complicated, the total idea more confused. 
Yet many of us would feel tempted to use a film in such 
cases—and would be disappointed by the result. 

There is no room here to discuss the pedagogical prob- 
lems arising from the use of such visual presentations. It 
must suffice to remark that their wider adoption, their 
more successful utilization, will depend upon our finding 
new ways of teaching. Our traditional methods have relied 
upon the spoken and the written word, and are adapted to 
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them. The new ways stem from the oldest of all methods 
of recording and transmitting knowledge—the drawing, the 
painting, the hieroglyph. “But all of us, through the process 
of our own education, have been insulated from such direct 
modes, and many of us find it more difficult to interpret 
a visualization than a written page—except, for example, 
those skilled in reading radiographs. 

One point arises directly and bears upon the much- 
discussed lecture-method of teaching. I have already 
indicated that educators and teachers, in general, continue 
to believe that the method has value, even though less than 
was thought. The tradition of university lecturing was 
established at a time when books were scarce and expen- 
sive. They are now cheap and numerous ; and they contain 
all the facts that are needed. The lecture never was an 
instrument of great efficiency as regards teaching facts : 
its value was chiefly in inspiring zeal, in developing a liking 
and gift for criticism and analysis, in permitting some con- 
tact, albeit rather slight, with persons of distinction. The 
example quoted by Professor Pickering of a brilliant lecture 
by Sir Joseph Barcroft on the kidney shows that it can 
do all this. But would it not be wise to distribute duplicated 
notes, diagrams, photographs to the students wherever pos- 
sible, thus leaving the lecturer free to concentrate on his 
proper business and taking little account of whether he is 
mentioning enough facts ? The students must learn to get 
their facts elsewhere and in other ways than by scribbling 
quickly during lectures. 


The Training of Teachers 


I have left till last one of the most puzzling and difficult 
questions of all : whether university teachers need and 
would profit from special training in methods of teaching 
and in education. On the one hand, it is clear that the 
lack of teaching skill, and indeed common sense, of many 
brilliant research workers involves great waste of time. I 
remember listening to the lectures of a mathematician, 
whom I admired and still admire as a man of remarkable 
genius. I feel convinced I would have learned more had 
I been able to hear what he said : unfortunately he usually 
talked to the blackboard and not to his class. Again, I 
would have liked to copy down what he wrote on the 
blackboard : unfortunately he always stood in front of 
what he wrote and wiped it off immediately. I have often 
wished that someone had given him a few words of advice 
at the beginning of his lecturing career. 

On the other hand, young university teachers know very 
well that their future career depends mainly on their 
research work and has very little to do with their teaching 
prowess. Many tend to regret, as an interruption to their 
serious scientific work, the need to teach young beginners. 
To suggest that they should set aside a year or six months 
would be felt by them to be quite intolerable, and in any 
case futile. Again, there is involved here—albeit in a 
very limited way—the principle of academic freedom. No 
university teacher will consent to have the content of his 
courses discussed or considered by others—except. in the 
most general way. 

Now, what in fact would it be well for the beginner in 
teaching to know ? I suggest that he would be helped by 
knowing about the instruments (episcope, film projector, 
and so on) used in visual education and about the educa- 
tional techniques involved in their use; that he would 
profit from advice about good methods of lecturing and 
of demonstration and that he needs criticism of his own 
methods so that he may remove his defects ; that he would 
find it helpful to learn something about the psychology of 
the adolescent and young adult as well as about the process 


of learning ; that he would enjoy the opportunity of dis- 
cussing with men of experience the problems which he 
meets in his teaching work. 

I venture to suggest, therefore, as a modest start : (a) that 
to every young beginner there be offered the opportunity 
of having an experienced teacher attend his lectures for a 
term or for a year. This experienced person would then 
discuss with him the method of arranging his lectures and 
his actual teaching : suggesting how best to introduce his 
topic, how to frame and word the problems, what aids to 
use, how best to demonstrate experiments, questions of 
voice production, and so on. It would be best if this 
adviser or critic were not himself an expert in the branch 
or subject being taught, for it would then be quite plain 
that there was no question of finding fault or of spotting 
mistakes. Possibly one might use for this purpose university 
teachers beyond the age of retirement : many would be 
glad to undertake so useful a job. (5) It would also be, 
I believe, highly advantageous if heads of departments 
made a point of calling together their staffs regularly to 
discuss various educational and pedagogical problems. 
Knowing how pressed for time all university teachers are 
everywhere, and realizing only too well how many com- 
mittee meetings professors are expected to attend, one 
hesitates to suggest yet one more weekly or fortnightly 
meeting. Yet the advantages would be great, and it is 
not impossible that in the end time might well be saved. 
(c) Lastly, it is not inconceivable that week-end meetings of 
staff, say in one of the many conference homes now avail- 
able, would be appreciated by all. At such meetings it 


‘ would bé possible occasionally to invite a psychologist or 


an educationist who might expound current views on some 
educational problem or tendency or on some new fech- 
nique of teaching. 

In my view, it would not be either wise or practical to 
attempt to go further than this at the moment. Indeed, 
some may find it slightly. ludicrous to suggest forms of 
training for university teachers, remembering how many 
brilliant teachers there have been who have never had any 
training and who lacked all systematic psychological know- 
ledge. One notes, however, that fifty years ago secondary 
teachers were never trained and had no systematic courses 
in education : now nearly all spend a year in a University 
Department of Education and, for the most part, enjoy 
this period and consider they have profited from it. In 
addition, one should not overlook the fact that the means 
and techniques now at the disposal of and used by ‘uni- 
versity teachers are numerous and complex. In this situa- 
tion it is unwise simply to trust to memory, to the powers 
of adaptation and imitation, or to native common sense. 
Something more is needed if the resources available are to 
be fully mobilized and wisely employed for the improve- 
ment of university education in general and of that highly 
important part of it which is medical education. 








The Ministry of National Insurance announces that foreign 
students who come to this country during their vacation and 
take up temporary employment related to the nature of their 
studies will not be required to pay National Insurance contri- 
butions until they have been continuously resident in Great 
Britain for 26 weeks. They will, however, still have to pay 


Industrial Injuries Insurance contributions. Apprentices coming , 


from other countries will also be excused from paying National 
Insurance contributions if they have not reached the age of 25 
when they take up employment here in work which is related 
to their work abroad and the employment is not expected to 
last, and does not in fact last, for more than three months. 
These changes have been effected by the National Insurance, 
(Residence and Persons Abroad) Amendment Regulations, 1950. 
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THE ART OF LECTURING 


BY 


G. PATRICK MEREDITH, M.Sc., M.Ed., F.B.Ps.S. 
Professor of Psychology, University of Leeds ' 


I am not a theologian, but I was once privileged to attend, 
at a week-end conference, a lecture by a professor of 
theology. It was twenty-five years ago and it is still vivid 
tome to-day. The subject was Amos, of whom I previously 
knew precisely nothing. By the end of the lecture I had 
not only a dynamic impression of the character and mes- 
sage of the prophet but also a clear and colourful picture 
of the contemporary economic, political, and social struc- 
ture of the people of Israel. The professor used no notes. 
He padded round the room, with his hands behind his back, 
and wearing felt slippers. From time to time he raised 
one foot to scratch the calf of the other leg. Now and 
then he looked at one or other of us directly in the eyes, 
with a kind of challenging glare. At other times he gazed 
through the window into the extreme distance, as if looking 
at Palestine, and descriting what he saw, taking our gaze 
with him. I recall that he pronounced Jahweh with the 
sort of sound one makes’ in clearing one’s throat. 


I have listened to Professor Massey lecturing on atomic 
energy in a London lecture-room with traffic roaring out- 
side, clinging to the knob of a wooden balustrade on the 
platform, stock-still for an hour, also without notes, power- 
ful, compelling, consecutive, telling a story he knew from 
the inside, with no mannerisms. And to Professor W. P. 
Milne, many times, on mathematics. For him the history 
of mathematics was a hilarious breath-taking adventure, 
massive bodies were always elephants and infinite planes 
were all as flat as gramophone records ; he always mingled 
mirth with mathematics: And to a shy, reserved, precise 
lecturer in physics who announced one morning, “I am 
going to introduce spherical harmonics to you. The day 
I grasped this subject was the happiest in my life.” And 
to the late Charles Spearman, who lectured in a somewhat 
staccato and confusing manner, committing many faults of 
delivery, but who compelled attention because this branch 
of psychology—the Noégenetic theory—was his own 
creation. I get the same thrill and more listening to 
Professor Astbury, not only because he is a much better 
lecturer but because biomolecular structure is a subject 
which he has brought into existence. 


Vitality 


I now ask myself, What have these exceedingly diverse 
performances in common ? I ask this because, desirable as 
it might be for all university lecturers to have a training 
in lecture techniques, I cannot persuade myself that this 
would usher in a millennium of enlightenment. Of the 
lectures I really remember (as distinct from the thousands 
which helped me get through my examinations and there- 
after faded) I can see little or nothing as regards common 
techniques. What was common was something less tangible. 
Though some of the lecturers were actual creators of their 
subjects this was not so in all cases, and the circumstance is 
necessarily a rare one. Certainly all were masters of their 
subjects, but this is also true of many ineffably dull lecturers 
through whose performances I have dozed my way. Unfor- 
tunately, mastery of a subject seems to be not incompatible 
with an academic necrosis of the personality. 


You can wander about, you can indulge in irritating 
mannerisms, you can hum and haw, you can remain glued 


to a desk, you can twiddle your fingers, you can commit 
all the crimes on the statute bogk (the latter would make 
entertaining reading if someone would write it: “ The 
Deadly Sins of the Lecture Theatre”), and you can get 
away with all of them if only you have the one supreme 
virtue. What is that virtue? The name I would give it 
is vitality. This was the common factor in all my remem- 
bered lectures. _ 


Vitality does not mean flamboyance. It is not exactly 
the same as energy. It is compatible with a considerable 
variety of surface qualities. It combines well with origin- 
ality but is not identical with this. There are noisy, restless 
lecture-rooms which yet lack vitality, and there are lecture- 
rooms in which a quiet, subdued atmosphere testifies to 
intense, creative man-to-man contact—a contact of both 
learning and personality. The still, small voice may hold 
something which the thunder lacks. But of course there 
are personalities whose vitality needs a boisterous expres- 
sion. There can be no holds barred. 


Techniques 


I have been asked in this symposium to write on “ tech- 
niques ” and I am trying to do so, but perhaps not quite in 
the sense intended by the Editor. For how could principles 
for the technique of lecturing be established ? Only by the 
systematic analysis of lecture successes on a wide scale— 
not by the formal application of a priori educational 
principles excogitated by theorists. The extraordinary gap 
between educational theory and educational practice in 
the scholastic world would merely be paralleled in the 
academic world. At present the academic world gets along 
without any particular theories about study and lecturing. 
There is certainly plenty of dissatisfaction with the methods 
and results of academic education, and it is sometimes 
suggested, or implied, that an injection of educational 
theory might remove the complaint. 


Personally, I think that a dose of empiricism would be 
more effective—that is, a study of how good lecturers get 
their results. And from my own limited sample I should 
say, aS a preliminary generalization, that good lecturers 
get their results primarily by having sufficient vitality to 
give good lectures. Their techniques are a direct conse- 
quence of their vitality. But this vitality is not an easy 
thing to define. It is a force which is called up by the joint 
challenge of a topic and an audience, a challenge which 
stimulates the organizing capacity of the man’s mind to 
draw upon whatever material and mental resources he has. 
After all, what is a “technique” ? A technique is a way 
of doing something. When we observe a certain effect 
being achieved we may pin-point all the details of the pro- 
cedure, item by item, and yet fail to account for the achieve- 
ment. The technique is more than the sum of the details. 
It is the organization of those details which sustains the 
process. We must grasp the organization if we are to 
understand the achievement. I would say, soberly and 
reluctantly, that educational psychology to-day, with all 
its progress, is not yet in a position to say to the teacher 
or lecturer : “ Here are all the tricks of the trade ; follow 
these and you are bound to succeed.” Indeed, I am not 
sure that educational psychology ever will, or ever should, 
fulfil this aim. 


The last thirty years have’ witnessed an unprecedented 
outburst of experimental activity in education. Every 
dodge, trick, and stunt, every device, mechanism, and 
apparatus, every system, procedure, and method which the 
ingenuity of dissatisfied educationists could think up—all 
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these have been pressed into service. Most of themcan claim 
successes. Most of them have their intrinsic merits. But 
none is the panacea claimed by its promoters, and there 
have been plenty of successes in which all were ignored. 
The literature of educational experiment gives, as a rule, 
an account of the successes. A much more voluminous 
literature could be compiled if we were honest, describing 
the failures. But, as so often, “the operation was highly 
successful, but the patient died without recovering con- 
sciousness.” 


Now I am not a reactionary in these matters. I regard 
the modern developments in educational techniques (many 
of them referred to in the article by Professor Lauwerys) 
as being no less important than the atomic bomb, and 
indeed part of the answer to the menace of the latter. But 
as the release of nuclear energy has gone astray because of 
human conflict so, too, the use of modern educational 
techniques is missing fire because of a neglect of the human 
problems attendant upon their use. I want to discuss these 
problems. 


Human Interaction 


Not only does the use of a specialized educational tech- 
nique—for example, the film—involve human beings both 
in its preparation and in its presentation, demanding train- 
ing and insight if full justice is to be done to the medium, 
the matter, and the method, but—and this is the crux— 
the actual educational occasion is essentially a pattern of 
human interactions. By an “ educational occasion ” I mean 
any period in which instruction, stimulation, training, etc., 
is being given to a group of students. Whatever media 
and methods are being adopted we always have some kind 
of a performance by human beings and for human beings. 
And we know enough to-day about the psychology of the 
learning process to know that the transmission of know- 
ledge is very, very unlike the process of recording sound 
on a disk or an image on a photographic plate. The disk 
and the plate have no “ attitude” to the process or to the 
person performing it. The human learner has, and his 
attitude both to the task and to the teacher is decisive in 
determining the outcome. This does not mean that the 
details of the task are unimportant or that an inspiring 
atmosphere can compensate for neglect of material com- 
pleteness and accuracy. But it does mean that attention to 
the latter can be rendered ineffective by ignoring the human 
factors. 

If we consider some other occasions of human interaction 
we may get some clues to what is involved. In the stage 
performance of a play the whole production is carefully 
designed precisely to take account of the attitude of the 
audience. Every movement, every gesture, every inflection 
of the voice, every beam of light, every piece of furniture— 
all are under the producer’s control and all play an exactly 
calculated part in building up the developing pattern of 
dramatic tension. There are many background factors too. 
Not only the architecture of the theatre, the time of day, 
and the season of the year, but the name and prestige of 
the author, the reputations of the star actors, the press 
reviews of the play, the fashionableness or otherwise of the 
play itself and its theme, the tradition of the theatre—all 
these conspire to create or destroy that final outcome— 
namely, the dramatic experience of the audience which is 
the goal of the whole complex game. 


Mutatis mutandis, similar considerations apply to a 
broadcast, and they should (though seldom do) apply to the 
screening of a film. But how do these points apply in a 
university lecture to a class of medical students? Is it 


suggested that each lecture should be regarded as\a dramatic 
performance to be scripted, produced, rehearsed, with spot- 
lights and music and all the impedimenta of the modern 
stage ? If I proposed this the answer would, of course, 
be, “ Not Pygmalion likely ! ” What I am suggesting is that 
if such lavish attention to the requirements of the occa- 
sion can be devoted to entertainment, surely no less atten- 
tion should be devoted to the requirements of learning— 
especially the learning of those who will be responsible for 
the nation’s health. And, although “the play’s the thing,” 
just as a good play can fail in its effect by reason of a bad 
production, so, too, the most carefully thought-out piece 
of medical knowledge can fail to get across if badly 
delivered. On the other hand, the best production cannot 
make much of a bad play. These two essentials, matter 
and method, must both receive equal weight in considering 
the requirements of medical education. 


Morale 


Perhaps we can arrive at more clues by considering the 
problem in terms of morale. This is really the military 
term for what I have been calling “ attitude.” Troops who 
believe they have a just cause to defend ; who have good 
reason for confidence in those responsible for the “ logistics” 
of the campaign, and faith in their leaders ; who have had 
a good training ; who know clearly what their immediate 
objective is; and who have the challenge of the enemy 
himself in view—such seem to be the regular winners, if 
military history is to be believed. Medical education is 
something of a campaign. The student is the individual 
fighter and the enemy is his own ignorance. He has a 
long gruelling war of five or six years’ duration, with 
tough fighting all the way. How can his morale be sus- 
tained through this long ordeal? ‘The full answer to this 
would give us the complete dynamics of medical education. 
I can venture only some of the main headings, those bearing 
particularly on the art of lecturing. Lectures, laboratory 
work, and clinical work are the three great forces in the 
campaign and each has its own problems. 


The “pep talk” has its place in study as in fighting. 
Mr. Churchill’s wartime broadcasts at one extreme, the final 
words of a briefing to bomber pilots or commandos before 
a sortie at the other extreme, illustrate the force of sheer 
words. Sheer words, but not mere words. The essentials 
of “ pep” are not so much energy and verbiage as sincerity 
and vision. Education is not solely an intellectual process. 
The distant achievement, the entry into a life-saving pro- 
fession with a great tradition and immense contemporary 
power and opportunity for humane service—this is not a 
trivial goal. It calls for all that is best in a man. And 
whatever the difficulties, the discontents and disputes, the 
petty rivalries and squabbles, the cynicism and cheap jokes, 
and all the other superficialities with which the word “ medi- 
cine” can become encrusted, its own essential vision and 
purpose are too high in the scale of human values to be 
allowed to fade from men’s minds. They need to be par- 
ticularly bright arid sharp in the minds of students. There 
is a place, then, for the occasional introduction of this 
element into the lecture-room by the right man, in the 
right way, at the right time. 


Historical Element 


Allied to this is the historical element. Doctors need 
to know the history of their craft, but there is very definitely 
a problem of technique in teaching it. A formal course of 
lectures on the history of medicine is not likely to achieve 
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what is wanted unless handled with exceptional skill. We 
have to ask, “ What is the function of historical know- 
fedge ?” Certainly as part of the doctor’s culture and 
general education it is important, but, more than that, an 
insight into its past growth is needed to appreciate the 
present growth of medicine. 


The student is not mastering a body of static knowledge 
which will last him throughout his career. He is being 
given a start, at a particular epoch in time, in a system 
of developing skills and achievements, a system which wifl 
go on developing while he is practising it. Moreover, it 
is a system closely linked to the current techniques of 
civilization and scientific resources, to the current ways of 
life of the p¢ople, and to current beliefs and superstitions. 
In a sense all medicine is social medicine, and must be 
interpreted in the light of statistical knowledge of sickness 
and death, of wars and plagues, of poverty and wealth, of 
housing and diet. 


A full, rounded, perspective view of modern medicine 
can be given only by those whose teaching intuitively refers 
to history because their own understanding is informed by 
a grasp of history. The history of medicine is not a separate 
subject but a dimension of the subject. The lecturer’s 
technique must include the process of imparting to the 
student a sense that he personally is entering into this 
historical stream. One may compare the immense pains 
taken by great regiments not only to maintain the historical 
sense of their own traditions but to see that every recruit 
comes to possess this sense. This may not have much to 
do with the logic of learning, but it is an undoubted factor 
in morale. 

“ Logistics ” 

Thirdly come the “logistics”—the supply and move- 
ment of men and materials. I take the analogue of this 
to be the technique of planning time-tables, of not 
only preparing lectures but lecture-rooms, demonstration 
materials, visual aids, supplementary notes and reading 
references, and the uses of libraries. How far such matters 
are determined by tradition and habit, or by considera- 
tions of mere convenience, or by casual day-to-day deci- 
sions no one can say. But if we look at these matters 
from the point of view of the student and imagine them 
asking themselves, as well they may, “ Is this medical school 
going all out not only to train us in the best modern 
techniques of medicine but to train us by the best modern 
techniques of instruction according to a genuine thought- 
out educational plan, or are our lectures mere episodes in 
the life of busy men with too many other irons in the 
fire to leave time for thinking about our needs?” this 
may focus the issue. 


Students need to be exposed to the stimulating contact 
with vital personalities who have themselves contributed, 
and are contributing, to the advances of medicine. But 
my earlier remarks about vitality must not be taken as a 
plea for spectacular histrionic exhibitions of personal 
prowess. Medicine is one thing and medical education 
is another. Each is a great creative job. Those taking 
part in the second must have their hearts not only in medi- 
cine but in education. They are building for future health 
as surely as present practice is building for present health. 
The students need the assurance that the lecturer is as much 
interested in them as in his subject. This interest may be 
shown in a variety of ways. It may not, it seldom can 
with large classes, take the form of direct individual con- 
cern with each particular student—though each needs at 
least one tutor whose business it is to treat him‘as an indi- 


vidual. But students have, I believe, more awareness than 
is commonly realized of the extent to which their educa- 
tional needs are respected. And a well-planned campaign 
of instructional progress has not only the strength of its 
technical merits but the additional strength which arises 
from the effect on students’ morale of their awareness that 
it is a planned campaign. So I would suggest that one of 
the most important techniques in lecturing is to take the 
students into one’s confidence with regard to the general 
plan of the course, and the reasons for ‘whatever particular 
methods are adopted 

One of the best reasons for adopting a particular method 
is that one knows how to use it successfully. One man’s 
meat is another man’s poison. Universal techniques can- 
not be prescribed. This does not mean that techniques do 
not matter. They matter supremely. The trouble is that 
so many lecturers assume unreflectingly that there is just 
one droning, repetitive technique—the vocal textbook tech- 
nique—and that their personalities have nothing to do with 
the case. There is a great range of techniques. It is for 
each man to find for himself which particular techniques 
suit both himself and his subject. 


The upshot is that lecture technique is not a matter of a 
few simple tricks of the trade but something to be studied 
as Closely as a piece of surgery. Lecturers, particularly at 
the beginning of their careers, would do well to have occa- 
sional voice-recordings made so that they can hear their 
own delivery. They would do well to invite experienced 
critics to come in and sit at the back and tell them frankly 


“whether they could clearly hear and see all that was said, 


written, and shown ; whether exposition was lucid ; whether 
timing was right ; whether information was lively or dull, 


pretentious, or hackneyed ; whether justice was done to the . 


subject-matter ; whether it was made to seem significant, 
made to seem part of a connected scheme of knowledge, 
given colour and perspective and brought to life. 

In short the art of lecturing, like any other art, must 
be learnt through the painful experience of practice and 
criticism. It will then become evident, through this empiri- 
cal process, that lecturing is a living art, an art of moving 
the thoughts and feelings of human beings, an art in which, 
whilst the talk and the topic are in the foreground, there is 
a background of interaction between personalities, of his- 
torical achievement, and, in Medicine,of movement towards 
a proud participation in the most humane of labours. 








Social insurance in Austria is the theme of an article by 
Dr. Reinhold Melas in the Bulletin of the, International Social 
Securjty Organization for April, 1950. He describes how all 
employees and members of their-family are insured against 
sickness, The scheme provides sickness benefits, lying-in 
allowances, funeral grants, and family assistance. Free medical 
care is provided ; insured persons choose one of the doctors 
under contract to the insurance fund. The relations between 
the doctors and the sickness fund are regulated by collective 
or individual. agreements. The expenses of diagnostic tests are 
borne by the fund. Drugs and other medical products are 
obtainable free of charge by ‘the insured person on presenting 
a prescription at a chemist’s, though members of his family must 
pay 20% of the cost of products prescribed for them. The 
preparations that may be prescribed are approved by the public 
health office, and number about 4,000; there are about ‘400 
which may be supplied only with the consent of the sickness 
fund. Hospital care is also provided under the scheme for 52 
weeks as a free benefit to the insured person, and for 26 weeks 
for members of his family, who must pay 10% of the cost. 
There are also dispensaries where people may go to be regularly 
examined by a doctor even though not complaining of any 
symptoms. 
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METHODS AND MEN IN THE TEACHING 
OF CLINICAL MEDICINE 


BY 


Sir HENRY COHEN, M.D., LL.D., F.R.C.P., F.F.R. 


Professor of Medicine, University of Liverpool 


Recent reports on medical education have been concerned 
primarily with the content of the medical curriculum. They 
have emphasized how such influences as the vast expansion 
in the corpus of medical knowledge due largely to the appli- 
cation to medical research of the newly discovered imple- 
ments of science, the triumph of the functional concept 
of “disease” over the earlier notion of “diseases” as 
specific entities, increasing specialization, and more readily 
available hospital services have rendered necessary funda- 
mental changes in the structure and orientation of the 
curriculum. There has been general agreement on the 
pattern which these changes should follow, and they have 
been embodied in the most recent recommendations of the 
General Medical Council and in the educational provisions 
of the Medical Act, 1950. 

Too little attention has been paid to what is equally 
important—the methods and techniques of medical teach- 
ing and the selection of medical teachers. For, whilst 
exceptional men are the product of their exceptional talents 
rather than of any system of education, the average student. 
will be better trained by the teacher who has mastered the 
main principles of pedagogy. The contributions of dis- 
tinguished educationists to this symposium leave no doubt 


‘ of the general applicability of Flexner’s observation that 


“ medical education presents a problem not of medicine but 
of education.” In a measure the problems of medical 
education may well be simpler than those of general edu- 
cation, for the medical student may be presumed to want to 
be educated, whilst the scholars in our primary and even 
secondary schools (to whom most educational research has 
been directed) are too often the unwilling victims of our 
system of compulsory education ; moreover, the vocational 
component of medical education gives to it a more defined 
objective than that of general education. . 

In common with the vast majority of clinical teachers 
I have had no formal training in the art and science of 
education. In over twenty-five years of teaching I have 
had perforce to learn largely by the heuristic method, 
though I Have learnt much, both to emulate and to avoid, 
by observing others. It is from the basket of this experi- 
ence that I pick some impressions and a few convictions 
which will, I hope, be helpful to the young clinical teacher. 


The Clinical Teacher 


Although some clinicians are born teachers and some, 
however eminent in their profession, are abject failures as 
teachers, most clinicians who possess certain natural attri- 
butes can be trained in the art and methods of teaching. 
If we are to choose our clinical teachers skilfully we must 
appreciate what their business is. We must recognize that 
their purpose is not only to transmit knowledge but also 
to stimulate the student to think for himself to some pur- 


pose, and to show by example the techniques, simple and 


intricate, of the science of medicine and of its human and 
social relationships. They have to teach both how to 
observe and what to observe ; the need for thoroughness, 
accuracy, and freedom from bias ; the significance of the 


analysis and synthesis of observations and the reaching of 
rational judgments on them. 

The clinical teacher must then know the practice of medi- 
cine through long and intimate contact, for he cannot give 
what he does not possess. But competence in practice or 
research is not enough. He must be interested in teaching 
and in the taught. For him; behind the power to teach 
a subject must be the power to train a doctor, so that he 
must be a man of character as well as ability, for many 
students will model their lives on his personality. To an 
equable temperament, and courtesy and patience in dealing 
with patients of all social groups and of all degrees of 
intelligence and stupidity (for manners proclaim interest), 
he should bring an orderly mind and a balanced outlook, 
a sense of proportion, an ability to think for himself and 
to question authority, confidence in his own judgment, and 
a ready acceptance of the fact that, from the nature of 
medicine, blunders are inevitable, because summary deci- 
sions on inadequate evidence are often needed for action 
where a reasoned judgment must be postponed because of 
limited knowledge. : 

There are certain qualities indispensable to any efficient 
teacher whatever his subject. He must have, or acquire by 
training, a clear and unhurried diction, and he must be able 
to express himself in simple language. Ruskin held that 
“he who hath truth at his heart need never fear the want 
of persuasion on his tongue.” But mumbling inaudibility 
can never persuade. Such simple but important faults as 
speaking to the blackboard with his back to the class, 
writing illegibly, and others have only to be noticed to be 
corrected. The good teacher must be able to sense the 
response of his class so that he knows when to repeat, to 
emphasize, or to remodel his explanations. But amongst 
the major considerations of special application to medical 
teaching are (i) the need for a clear objective in all 
forms of instruction whatever their content or type, 
(ii) the need to adjust teaching to the stage of the pupil’s 
knowledge and understanding, and (iii) the methods 
and techniques of teaching, and especially the tools of 
clinical teaching. 

Certain aims are generally accepted. Thus progress must 
be from the known to the unknown ; there must be constant 
reference back by way of explanation and illustration to 
earlier work. The need for this has been recognized in 
the importance attached to the transition period between 
preclinical and clinical studies and the increasing emphasis 
on interpreting disease in terms of anatomy, physiology, 
psychology, and pathology rather than in describing 
“diseases” as if they were equivalent to the species of 
plants and animals. Moreover, if its purpose is to be 
achieved there must be a clear, and preferably in the earlier 
years a single, objective in any given lesson. The teacher 
should repeatedly ask himself, What point am I trying to 
make? In this patient with a failing heart what am I 
trying to demonstrate ?_ Is it a cardiac irregularity, the 
pleural effusion, the mechanism of oedema, or dyspnoea, 
etc.? He thus will appreciate constantly the need for 
dealing with one problem at a time. 

These principles are specially important in relation to the 
stage of his clinical studies which the student has reached. 
For example, the patient with carcinoma of the pancreas 
should in the early stages of the studént’s ward work be 
an object-lesson in obstructive jaundice and not a text 
for a discussion of neoplasms of the pancreas. It is well 
also to recognize that there will be patients in the wards 
who can offer but little material which is appropriate to 
early clinical studies. 
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Whatever the special aim of any course of instruction 
may be, the general aims of medical education should not 
be overlooked, and topics far removed from its purpose 
should not be laboured at the expense of more rewarding 
studies for the basic training of the doctor. 


Methods of Medical Teaching 


These are here discussed with special reference to the 
teaching of clinical medicine, though what is written applies 
mutatis mutandis to other clinical studies. 

The methods of clinical teaching (“ tools of the téacher ”’) 
may be roughly regarded as (i) didactic—e.g., the systematic 
lecture and the lecture-demonstration, (ii) those designed to 
encourage the student to observe accurately and to think 
for himself—-e.g., some aspects of ward work, out-patients, 
clinical conferences, and discussions, and (iii) those in which 
he sees the trained practitioner at work—e.g., in consu'ta- 
tive out-patients, in the operating theatre, or in general 
practice. 


Systematic Lectures 


Doubt has frequently been expressed about the value of 
a course of systematic lectures in the teaching of medicine, 
but, provided that the lecture is not a mere reproduction of 
what is in the textbooks but expounds essential principles 
vividly and clearly, embodies recent work, and approaches 
the subject of the lecture from an individual, fresh, and 
novel angle so as to present an integrated conception of a 
problem, it is a most valuable teaching instrument. The 
lecture must, however, be carefully prepared, for few are 
competent lecturers without preparation, and all are better 
for it. The lecturer should have advised at the beginning 
of his course which textbooks should be used and before 
each lecture which chapters should be read ; he may supple- 
ment these by predistributed cyclostyled notes, blackboard 
summaries, and diagrams. The student’s time must not be 
wasted in writing detailed notes of the facts recorded in 
his textbooks. The lecturer and the students can then 
devote themselves to the proper purpose of the lecture, 
which is to act as a guide and stimulus. 

In preparing the lecture, attention must be given to its 
proper timing and length. Special care should be devoted 
to the introduction, which creates an atmosphere and which 
should explain tle lecturer’s aim. The theme should then 
be developed rationally on the basis of prior knowledge. 
Spoon-feeding must be avoided and is unnecessary if the 
student is properly directed in the use of his textbooks. In 
any event he is not a mere receptacle for the storage of 
information nor is the lecture solely a medium for its trans- 
mission. The need for reiteration (“repetitio est mater 
studiorum ”), and for emphasizing what are important 
principles and what minor details, should be appreciated. 
The apt illustration from personal experience impresses 
itself on the student’s memory. References to the literature 
will encourage and direct the student in his further studies. 
For classifications and diagrams the blackboard is as a rule 
the best medium of visual instruction, for the able teacher 
can show them expanding from the broader generalizations 
to smaller details. Lantern slides, the epidjascope, and film- 
strips have their place in the lecture—for example, in 
demonstrating morbid anatomy and histology, the varia- 
tions in the clinical pictures of disease, graphs, and statistics. 
Radiographs and pathological specimens should also be 
available for purposes of illustration in the systematic 
lecture. : 

The place of films in systematic instruction has been 
widely debated. There is general agreement that their 


novelty and superficial attraction has led to their over-use. 
The films recording many surgical operations reveal less 
than do a few simple line drawings. But where the emphasis 
is on movement they are valuable. They can be used, for 
example, to illustrate abnormal gaits and involuntary move- 
ments, the expansile pulsation of an aneurysm as shown by 
the “match sign,” the dramatic effect of blowing out a 
candle with the air escaping from a needle inserted into 
an area of extensive surgical emphysema ; or as records of 
a series of cases—for example, of cranial nerve palsies—not 
readily available when needed for demonstration. The film 
is not, however, an adequate substitute for the living patient. 
Another use of films is to show technical methods, such as 
ventriculography, with which the student should have an 
acquaintance, and in which the procedure which takes a 
considerable time can be shortened to illustrate its essential 
features. A third use of films in lectures is to provide 
animated diagrams ; these are especially useful in showing, 
for example, the relation of the spread of the cardiac im- 
pulse to changes in the E.C.G. or in demonstrating labyrin- 
thine reactions. 

The fewer notes the lecturer uses the better. The reading 
of a lecture is usually uninspiring, and the student may 
pointedly ask, If the lecturer has not learnt the subject, why 
should I? But no attempt should be made to memorize 
the lecture verbatim, for this will defeat one of its most 
vital purposes. The lecturer should always be sensitive to 
the reactions of his class, especially to those he has not 
foreseen, and he must modify his lecture accordingly by 
repetition, emphasis, and recasting. Although the import- 
ance of this must be recognized, there is still a place in 
the training of the inexperienced teacher for “shadow 
teaching ”—rehearsing the lecture without his class. 


Lecture-demonstrations 


Much of the foregoing applies to lecture-demonstrations, 
especially to clinical lectures of the old type (and the young 
teacher would be well advised to read those of the masters 
—for example, Trousseau, Graves, Charcot, Gowers, and 
others, not so much for their content as for their form). The 
clinical lecture should be a complete and orderly presenta- 
tion of a special topic or a carefully prepared clinical 
demonstration of a patient or group of patients illustrating 
a particular theme. There is, however, another useful type 
of lecture-demonstration in which both pathologist and 
physician can fruitfully collaborate. In this a particular 
topic is chosen, such as cerebral tumour ; the pathologist 
and clinician expound their special aspects and then ques- 
tion each other before the class to illustrate how certain 
symptoms and signs are produced and what is their patho- 
logical basis. The scheme can be widened to include the 
radiologist, the clinical pathologist, and other specialists. 


Ward Work 


The main purpose of work in the wards is, to use Pro- 
fessor Lauwerys’ phrases, “to stimulate purposive mental 
activity and to individualize instruction,” and also to intro- 
duce the student to those personal relationships essential 
to the eliciting of accurate histories, conducting physical 
examinations, and the handling of human material. To 
these ends are directed his term of clerking, ward classes 
and tutorials, and ward rounds. The:wards should be 
open to the student. whenever practicable so that he may 
have the opportunity of studying and observing the patients 
assigned vi him at any time and throughout the course of 
their illness. Clerking should be a modified apprenticeship, 
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and the student should be encouraged to believe that under 
proper guidance he is responsible for the patient. He 
should accompany the patient to the various diagnostic 
departments and see the specialists at work. The period 
of clerking is in medical education most analogous to 
the Dalton p'an in general education, and gives the oppor- 
tunity to the tutor to instruct the student on his individual 
problem. Ward classes and tutorials must be regarded as 
complementary to, and not a substitute for, clerking. The 
class must always be small (not more than 10 to 12 students 
to each tutor), and each member of the group should be 
at the same stage of study; mixed classes of senior and 
junior students are educationally indefensible. The tutor 
should plan but not overp!an the work of the individual 
clerks. These classes serve to throw light not only on the 
work’ of the student but also reveal to the senior teachers 
the calibre of the tutors. In the ward classes the Socratic 
method is to be encouraged, and in them the student must 
take an active part. They must, therefore, be neither too 
formal nor too discursive. “It is not seeing much but 
seeing -wisely that is valuable.” (Osler). 


I have earlier stressed that the ward round by the senior 
clinical teachers must aim at being appropriate to the stage 
which the student has reached in his clinical studies. The 
wrong way of conducting a ward round was graphically 
described in the B.M.A. report on The Training of the 
Doctor: “The chief, attended by his satellites, and fol- 
lowed by a throng of leg-weary students, moves from bed 
to bed, down the ward, briefly demonstrates case after case 
himself, and delivers unprepared discourses (however wise) 
on the patients or their diseases.” The duty of the chief 
is to reveal in his teaching a wisdom and judgment which 
the junior teacher cannot from his lack of experience 
possess, and he should aim at presenting a synoptic view 
and stressing the importance of fundamentals, for there is 
a real danger that the tutor, having recently studied for 
his higher examinations, will be a little prone to exhibit 
his mastery over advanced medicine, and to over-stress 
detail. Moreover, the senior teacher should as part of his: 
ward round take the opportunity of interviewing not only 
the patient himself but also his relatives if they can provide 
useful information, in the presence of the students, and for 
this purpose a special consulting-room attached to the ward 
is, in the interests of privacy, most desirable. It is here 
also that the final interview with the patient should take 
place after the hospital has completed its service so that 
the students may hear the chief's discussion with the 
patient on his condition and treatment ; here also the work 
of the almoner and other social agencies should be brought 
into the clinical picture. There is one other point which, 
in my experience, is rarely recognized ; it is that a teaching 
ward round should be primarily directed to teaching. The 
physician should pay additional visits to the ward in the 
absence of students so that the required service to the 
patient may be given. There is then no temptation by the 
physician to go beyond the students’ comprehension on his 
teaching rounds, and the patients receive all necessary atten- 
tion ; and even those who may not be so suitable for clinical 
demonstration are ready to co-operate in the work of medi- 
cal education. I have found that patients with no spec- 
tacular physical signs too often feel themselves neglected 
in the wards of a teaching hospital. 


Out-patients 


Teaching in out-patients should come at a later stage 
when the student is familiar with the commoner expres- 
sions of disease. The teacher must here take the oppor- 


e 

tunity of stressing the earlier, less severe, and more reversible 
manifestations of illness, and he must emphasize that in 
out-patients is seen a cross-section of disease which more 
closely reflects that met with in general practice. The 
opportunity for seeing emergencies and minor accidents, 
especially in urban and industrial areas, should be taken. 
In teaching hospitals where out-patients are essentially con- 
sultative, the physician should stress the technique of con- 
sultation. It is here that he can show how to tackle the 
patient seen for the first time, how to put the patient at 
his ease, how to extract and assess the salient points in the 
history, how to pick out the essential features on physical 
examination and to decide what investigations might reveal 
the nature of the patient’s complaint and so lead to rational 
management without the need for admission to hospital. 
But if admission is necessary then the teacher should ensure 
that there is continuity of teaching from out-patients to 
wards. For the senior students out-patients provide the 
opportunity for practical exercises in diagnosis. The pro- 
vision of single rooms in which a student can examine a 
patient and then discuss his findings and conclusions with 
his teacher should be an essential feature of all teaching 
hospital out-patient départments. There are, of course, diffi- 
culties. The number of out-patients and the appointments 
system have led to a prior selection of cases which is educa- 
tionally often disadvantageous. In out-patients, too, the 
opportunity should be made by the teacher to illustrate 
the course of disease and the effects of treatment by paying 
particular attention to the work of his follow-up clinics ; 
and here again the precepis of social medicine should be 
stressed. 


Conferences and Discussion Classes 


In the wards and in out-patients the dominant emphasis 
is laid on accurate, thorough, and unbiased observation, 
and in this I include the taking of accurate histories, for 
history is essentially observation in time. Simple inferences 
in terms of structure and function and, as the student’s 
knowledge increases, in pathology, aetiology, therapeutics, 
prognosis, etc., will be made. But in conferences and dis- 
cussion classes the educational emphasis is on the rational 
inference, for in most instances observations will have been 
recorded and completed. Hence clinico-pathological and 
clinico-therapeutic conferences have most to give to the 
senior student, but conferences at the bedside in which 
clinicians and specialists take part are most valuable at all 
stages of the clinical course provided that the teachers 
modify appropriately their teaching. The discussion class 
in which such problems as pituitary disorders, disturbances 
of carbohydrate metabolism, malignant disease, etc. (the 
“ projects ” referred to by Professor Lauwerys), which may 
be suggested by the teacher or by members of the class, 
and in which by question and answer the student may be 
encouraged to develop a theme and after preliminary dis-- 
cussion be referred to patients, case records, the relevant 
literature, etc., and at a later session be asked to expound, 
demonstrate, and review, is for the best students a most 
valuable experience ; but the less able tend to shrink from 
the publicity which this type of class entails, and we are still 
far from having convinced our students that to expose their 
ignorance is educationally sound. 


Seeing the Teacher at Work 


A valuable educational instrument for the advanced 
student is provided by the following type of demonstra- 
tion. A patient who has been fully investigated and in 
whom a diagnosis has been established by a colleague is 
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presented to the teacher, who has not previously seen the 
patient but who in the presence of a senior class takes the 
history and examines the patient; he then discusses the 
diagnostic problem presented and might venture on the 
relative probability of various diagnoses. After this he 
specifies the investigations which could serve to confirm his 
provisional diagnosis or clarify the problems of differentia- 
tion. He may, for example, examine x-ray films or take 
note of blood and marrow reports ; he will then express 
his considered views, in the light of his examination and 
the investigations, on the diagnosis. Those who have seen 
this kind of class at work describe it as a vivid and memor- 
able experience. As an illustration of method in observa- 
tion and inference and their importance for clinical studies 
it can hardly be bettered, and it has on the teacher a sober- 
ing influence however well developed may be his prima 
donna instinct. 

There is as yet too little experience on which to form a 
judgment on the place in which training in general practice 
or in a health centre is for the undergraduate a fruitful 
addition to our methods of medical teaching. 

I have not attempted a systematic or exhaustive thesis 
on medical pedagogy. I concur wholly in the views 
expressed by other contributors to this discussion, about 
the need for the novitiate in medical teaching to know some- 
thing of general educational princip'es and of the psycho- 
logical factors involved in learning, and to be aware of the 
scope, uses, and potentialities of the various aids to teach- 
ing and of the educational techniques which their use 
involves ; of the value in learning the art of teaching of 
observing the technique and methods of the most successful 
teachers, and of discussing his problems with them and 
seeking their criticism. I have, however, been impressed 
with the fact that most successful teachers have developed 
methods of teaching which are suitable to their own per- 
sonalities and which cannot be fitted into a particular 
pattern, and that “in the long run systems of education 
stand or fall by virtue of effort and ideas, not machinery.” 








The Social Psychotherapy Centre which was recently opened 
at 7, Fellows Road, Hampstead, has held its first “ view day,” 
when groups of interested people—psychiatrists and social 
workers—were shown round the departments. The activities 
include art and occupational therapy. therapeutic social clubs, 
individual treatments, physical treatment in suitable cases, child 
guidance for those under 7 and those from 7 to 16, and remedial 
teaching. It is in fact a “day hospital,” the patients to the 
number of a score or more attending at all times from 9 a.m. 
to 10 p.m. They sleep at home if the home environment is suit- 
able, and if it is not an endeavour is made to find them suitable 
lodgings. Thus they retain touch with their ordinary environ- 
ment, and their time at the centre is so fully occupied that they 
forget their own condition. Patients are also admitted who have 
been in a mental hospital and are in need of the rehabilitation 
which is brought about through social clubs, enabling them to 
return to ordinary life in the most favourable circumstances. 
Dr. Joshua Bierer, the medical director of the clinic, explained 
to the visitors the multidimensional treatment employed. He 
expressed his thanks to the Central Middlesex Group Hospital 
Management Committee, under whose auspices the centre is 
working, for making the experiment possible. It was really, 
he said, a very simple experiment. Its most important feature 
was co-operation, directed towards the encouragement of self- 
realization and self-fulfilment of the patients. Various schools 
of psychiatry were represented on the staff, but staff and outside 
friends and former patients all worked together in the effort to 
help the maladjusted and to give each patient the individual 
attention that he needed. The centre depended largely upon the 
group idea for its results. The patients at first tended to remain 
solitary, and then they discovered a group whose feelings they 
could share and the way was open for normal social life. 


THE TRAINING OF CLINICAL TEACHERS* 


BY 


R. D. LAWRENCE, M.D., F.R.C.P. 
Physician, King’s College Hospital 


This subject is very difficult and ploughs nearly virgin soil. 
So far as I know, no discussion has taken place directly 
on this question and little writing has been done. True, 
for years, and especia'ly in current post-war years, volu- 
minous publications have dealt with the curriculum and 
the training of medical students and, recently, of practi- 
tioners and the need for change. All this impinges closely 
on our subject but has not tackled the equally important 
question of the teachers, their capacity, their choice, their 
training—so fundamental a matter because on it the full 
success of medical education must be based. ‘I am glad, 
therefore, to raise the question before a meeting of the 
best young brains and the future intel'ectual leaders of our. 
College. I feel quite humbly inadequate, but shall do my 
best to stimulate more sense and knowledge than mine. 

The argument behind the need for improving teaching 
and the teachers in medicine is simple.and was briefly stated 
in my short letter in the British Medical Journal of 
September 10, 1949 (p. 594). It drew attention to the 
training, and criticism, that elementary teachers have, not 
only in the matter to be taught but in the method of 
presentation and how to teach. In the teaching of medicine, 
and perhaps especially clinical medicine and its application 
to practice, training is entirely lacking, and teaching capa- 
city is not considered profoundly when the staffs of teaching 
hospitals are chosen. I consider that clinical medicine is, 
for many reasons, the most difficult of subjects to teach, 
and that some training in it is of paramount importance. 
Of course, if you accept the old platitude that teachers are 
born, not made, there is little to be done about it. But 
I am sure that the educationists would not agree, and I 
believe that, though bad teachers cannot be made good 
ones, moderate ability can be improved, and even the born 
teacher, too. Certainly, the definition of a good teacher 
would not be agreed upon; but he must, above all, 
be personally stimulating and questioning. The conference 
and the academic lecture need other treatment and qualities 
than those required of the all-important bedside teacher : 
the manner, the mode, and the material are quite different. 

When I reflect that the material to be taught is vast in 
its details and ever changing, with alf our temporary fixities 
and ultimates becoming penultimate, and ‘that no clear 
philosophy of medical thought and teaching has been 
evolved, I am appa'led by the complexity of the subject 
before us. I think, however, that it is possible, and useful, 
to regard the whole subject from two main aspects. 


Diction and Delivery 


The first aspect is relatively easy to deal with but is very 
important. We have all suffered on too many occasions, 
from our earliest lectures in physics and chemistry to such 
occasions as this, from inaudible whispering and mumbling, 
from humming and hawing, from distracting mannerisms, 
until our attention died and we relapsed into restless 
boredom or uncomfortable sleep; suffered, too, from 
mumbiing into blackboard drawings, from boring over- 
explanations of a simple slide, or from bad and complicated 
diagrams with no explanation. Perhaps worst of all is the 
opener of a discussion (I must be careful) who wastes time 
with his prolixity or those following who take fifteen 


*An address opening a discussion by Members of the Royal 
College of Physicians at Bristol. 
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minutes instead of three. I need not elaborate. Surely 
we could all be he'ped and improved in these venial sins by 
the elocutionists, the educationists, and the friendly criticism 
of our peers, especially at an early and malleable stage. 


Mental Processes of Thought in Medical Teaching and 
Diagnosis 

This second aspect is more deeply important and much 
more difficult, because it raises the unknown profundities 
of brain functions and capability, thinking habits and 
processes, and other abstruse matters. : 

There is no doubt that, innate ability being equal, the 
trained mind conscious of the processes and methods of 
thought will go further and truer than the untrained. This 
applies to all fields of science, philosophy, and perhaps 
art. It certainly applies to medicine, but so far as my 
reading goes I have not been able to find any profound 
and detailed exposition or analysis of the mental process 
and principles underlying medical practice and teaching. 
Many of the best minds in medicine have been aware of 
the lacuna, and in the last 25 years several authors have 
written on it—Crookshank, Ffrench, Capon, Lewis, Cohen, 
Walshe, being particularly stimulating. But nowhere has 
been enunciated a logical or philosophical approach to the 
difficult mental processes involved in making a diagnosis, 
mental methods to which we can systematically turn in 
dealing with the difficult and ever-widening problems to 
which the progress of medical science is continuously add- 
ing. Hence a well-ordered and wide-viewing mind is more 
necessary than ever, but its conscious production is entirely 
omitted in the training of the student and hence those who 
become teachers. 

The mental background of the disciples of medicine has 
probably deteriorated in the last 50 years, for our fore- 
runners were widely trained in the classics and the arts, 
and often in logic and philosophy. There is thus a big 
cultural gap which must be filled in the training of our 
students and still more of their teachers : some logic, 
philosophy, psychology of teaching processes, would help 
to develop and sharpen the mental acuteness and awareness 
which we need so badly to increase our capacity and 
diminish our errors. ‘ 

I think that medical diagnosis, the application of a vast 
and expanding body of factual knowledge with no fixed 
ultimates to the problem of one sick person, is often 
supremely difficult. What makes our problems still more 
difficult is that we must usually work and make rapid 
decisions on partial ignorance and imperfect knowledge of 
disease. Philosophers and religionists can consider their 
arguments at leisure, and they have no immediate new 
decisions to make. The lawyer acts on social history and 
precedents. The man who applies the momentary 
stabilities of physics and chemistry to material ends has 
his fundamentals to build on. Patients who work with 
more inert matter than ours, such as engineers and 
architects, are often impatient with our ignorance of funda- 
mentals and our incertitude about disease and diagnosis. 
We can remind them that man did not make the human 
body nor doctors invent disease—and, if necessary, that 
disorders even in our man-made motors often defy 
diagnosis. 

The Process of Diagnosis 

I propose now to touch on diagnosis and mental pro- 
cesses, more to raise questions than to solve them. The 
main object of medical education is to train doctors for 
their life-work in treating—preventing, curing, or alleviat- 
ing—disease. The first step is the identification of the body 
disorder we have to deal with—what we call the diagnosis 


of the disease. The importance of diagnosis as the be-all 
and end-all in medicine has been stressed perhaps 
ad nauseam, and, while the word should really mean a 
thorough knowledge of the disease process and the body’s 
reaction to it, it is commonly used to mean giving a name 
to the disorder to fit it into a suitable pigeon-hole in the 
vast system of nomenclature of disease. No doubt names 
must be given, but they have the drawback that the name 
may suggest an unreal entity by no means corresponding 
to all the facts of the case, and may close the mind to 
an appreciation of all the facts—the danger of undue 
nominalism. 

The process of diagnosis involves two main steps—(1) the 
collection of facts, symptoms, and signs, and (2) their colla- 
tion, interpretation, and meaning—and the teacher who 
does not separate these aspects can never teach well or 
practise at the highest mental level of efficiency. 

The first of these steps is the easier, and the student 
is well taught in the collection of data, but in his first 
clinical year he is pitched too unguided into a new and 
bewildering world. He has, or should have, a sound glass- 
case background of the normal functioning and patho- 
logical processes of the body, but cannot relate these to the 
multitude of signs and symptoms and diseases of the patients 
he meets. It is at this stage, before his memory becomes 
overpacked with the names and nature of diseases and 
syndromes, that his mind is most malleable, most ready to 
feel the need for, and to accept, a co-ordinating system 
of thought to apply to and put in order the mass of new 
material. But I believe it is rare that his teachers, however 
well they instil the techniques of observation and examina- 
tion, impart a clarifying and unifying system of critical 
thought, because they have no wide system of their own 
or are not conscious of it. 

The second step—the collation and interpretation of these 
facts, the making of a diagnosis—is much more difficult and 
the process hard to analyse and describe, but let me attempt 
to probe into the mental processes of an expert clinician. 
By the time a careful history is taken he has already and 
inevitably formed a primary concept—a first idea of the 
case—a provisional diagnosis. He must then, by more 
questions or examinations, search for further evidence 
which his experience of disease shows is needed to support 
or refute his first idea. Backwards and forwards he goes 
from induction to deduction, from general laws, patterns, 
syndromes of disease he knows, down to the particular 
problem of the moment and the facts he has found. At 
any moment his clinical instinct (I prefer to call it intuitive 
experience) may make a “snap” diagnosis to his own 
satisfaction and the admiration of students. Such diagnoses 
are often right, but frequently they are wrong, and if not 
subjected to further critical analysis have the worst possible 
effect. The student with limited knowledge cannot see or 
appreciate such a mental process, which is the exact oppor 
site of the reasoned approach he should be taught. 

It seems to me that the detection of disease processes 
is one of the most difficult of mental exercises: the constant 
questions of where, what, and why have to be solved posi- 
tively or negatively, and acted on immediately, as action in 
treating the patient cannot wait. The detective problems 
of criminology are relatively simple. Here, in contrast, the 
question “ where and what?” is usually answered by the 
presence of a corpse and only “ why and who ? ”- remains, 
although I admit the latter question does not bother us in 
medicine. Fortunately these mental exercises, though hard, 
are fascinating and natural to the human brain, one of 
whose innate characteristic needs is to search for an 
explanation, a logical sequence or pattern of events in 
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everything. The natural and eternal “why” in human 
cerebration is seen at all ages, from the simple puzzles of 
the juvenile to the more complicated problems of the philo- 
sopher and doctor—a theory which I have elaborated in 
a little book (Lawrence, 1947). So if we are mentally alive 
at all, diagnosis is fun. 


Need for a Systematized Method 


Now let me stress from another aspect the necessity for 
acquiring a systematized method of thought in practising 
and teaching, a defence against the overwhelming diffi- 
culties of detailed knowledge, ever expanding. And these 
details are necessary—detailed knowledge and techniques— 
for the best treatment of our patients. How is the detailed 
specialist, in his necessary learning of “more and: more 
about less and less,” to retain sufficient knowledge of the 
“more” and wider aspects to avoid the calamities often 
arising from narrow specialisms ? And how is the hurried 
practitioner, overwhelmed by superhuman details of all 
kinds, to be able to retain a balanced sanity by which he 
can bring to bear on the problem of the moment what 
wide knowledge he has learned ? No doubt the medical 
curriculum must be changed and be pruned of its impossible 


’ burden on pure memory, but it is equally important that 


the student should acquire a definite basic mental process 
of thought as a stand-by for ever. This is difficult to evolve 
on paper, to elucidate in words, to inculcate to many 
illogical and unreceptive minds, but we must, in order to 
avoid incompetence, try to retain interest and to continue 
to progress. 

There has been a tendency in certain quarters to suggest 
a partial division in medical education into two aspects : 
the first, theoretical or intellectually educative, to be mainly 
the concern of academic whole-time intellectual highbrows 
and research workers; the second, the vocational or 
technical, the concern mainly of part-time clinical practi- 
tioners of clinical medicine. Nothing, I think, could be 
more unreal or disastrous. Both aspects must be welded 
into a sound fundamental training from which all later 
activities must constantly stem. 


Medicine: Art or Science ? 


So far I have not touched on the vexed question of 
the art and/or science of medicine, because to me medicine 
ought to be a science, and the former word mainly implies 
a humane and kindly consideration of our patients, an 
appreciation of their fears, their family ties, their social 
difficulties. Without the appropriate pat on the shoulder 
and the well-considered and blessed “ white lie” no one 
can be fully either a good. or a successful doctor. Can we 
teach the art of medicine? Probably only by kindly 
example. I find it useful, in emphasizing the human side, 
to ask the student, “If this were your father or mother, 
your brother or sister, how would you handle the situation 
and what would you do?” But I think the students, and 
we teachers in hospitals, too, are apt to neglect the social 
life and conditions of our patients and could be helped by 
the house-to-house and day-to-day experience and guidance 
of a wise and humane practitioner in our midst. 


A Diagnostic System 
And now may I give you, as an example, the defensive 
mental mechanism I have produced for my own use to 
safeguard myself against narrow specialism and to marshal 
the knowledge I may have vicariously absorbed, but which 
all too frequently lies latent and intangible—as I have a 
poor memory ? Perhaps it is more an aid to memory than 


a scheme of thought. It is an attempt to recall always 
the where, what, and why of thedicine in a simpler way 
than the “systems of nomenclature.” I have put the 
aetiological “why” first, as it repeats itself constantly in 
relation to the “ where and what.” 


Causal Agents (Why ?) 


I. Physical and Mechanical.—External : Trauma, heat, cold, 
radiations, habitat and environment, etc. Internal: 
Developmental, stones, obstructions, etc. 

II. Chemical.—Poisons and drugs, inorganic and organic. 

III. Living Agents (Biology).—Viruses: exanthemata, etc. 
Organisms : cocci, bacteria, etc. Miulticellular: para- 
sites, etc. ? New growths: benign and malignant. 

IV. Resulting Degenerations and Regenerations.—Fibrosis, 
etc. 


System Diseases and Syndromes (Where and What ?) 

Cardiovascular and blood and lymph. Respiratory. Alimen- 
mentary. Urogenital. 

Locomotion.—Bones and muscles. Skin and special senses : 

_ Position obvious. 

Nutrition Metabolism, chemical and vitamin disorders. 
Endocrines. 

Nervous system.—Autonomic; central nervous system; 
psychosomatic (“ functional ’’). 

There is nothing particularly original in this scheme 
except perhaps the arrangement of aetiological factors in 
the order of the subjects which we learn in the medical 
course. No doubt others will evolve different and better 
schemes to suit their own experience, needs, and indivi- 
duality. No doubt, too, every specialist must evolve a 
more detailed sub-branch to cope with his own subject. 
But I have found the above of great value as an aid to 
memory to marshal and call to mind facts I really know 
but might not recall at the moment of need. If all students 
could acquire and be habituated to use some such scheme 
they would be equipped with something far more useful 
ee the widest mass of detail that the best memory can 

old. 

Some Suggestions A 

You may think I have not said anything directly practical 
about the training of clinical teachers and that I have so far 
done little except air a few general principles for further 
discussion. Some others have written on and discussed the 
matters I have reiterated, and an address of Professor 
Capon’s (1945) has covered the whole field. There is wide 
agreement that clinical medicine is supremely hard to 
teach, that the teachers are not trained, and that conse- 
quently their efficiency and their students suffer. I suggest 
that the following steps should be taken. 

A special course on medical teaching must be established 
by concerted effort. This would be for the registrar grade ; 
also for some junior and perhaps some senior consultants— 
perhaps even for some students. The teachers present a 
more difficult problem, but no doubt there would be some 
interested and capable people available from the medical 
profession ; and it should be easy to find teachers of elocu- 
tion, lecturers on logic, psychology, perhaps philosophy, 
and certainly the principles of education (if there are any! ). 
In the first place the course would be short—perhaps a 
half-day for four weeks would suffice. It would be experi- 
mental—extremely so. If, in the first place, it only managed 
to improve the teachers’ elocution and delivery it would 
have done enough to justify its existence. If it managed to 
inculcate general principles and an awareness of mental 
processes it would be doubly justified. In the long run 
I would hope that these teachers, getting together to form 
some group, might evolve a philosophy of medical teaching 
and thought, produce a stimulating book on the subject, 
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tackle the problem of the medical curriculum, and promote 
the essential rewriting of’ textbooks. The whole medical 
world would be stimulated and benefited. I think that, 
with the new medical system in Britain based as it is on 
the soundness of the past, it is possible for this country 
more than any other to start such an experiment and make 
it a success. 


Conclusion 


And who is concerned in originating this worth-while 
move we are discussing? Obviously the Royal Colleges, 
the Postgraduate Federation, and the universities. I know, 
too, that many important bodies such as the Rockefeller 
and Nuffield Foundations and Unesco are interested. But 
surely out of all these our own College seems pre-eminently 
suited, as it should be, to serve so uniquely useful a purpose 
in modern medicine. But what a pity it is that the con- 
ception of an Academy of British Medicine died stillborn. 

I will finish by quoting some stimulating words from 
Walshe’s (1948) Harveian Oration : “This College can, 
and, if it is to survive as something significant in the 
intellectual life of medicine, must remain a fountainhead 
of academic medicine, or true learning : the home wherein 
a philosophy of medicine finds a permanent abiding-place 
and disciples eager to learn and teach it.” I hope this 
meeting will show we are imbued with this spirit, this faith, 
and this endeavour. 
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In the past the medical student often first became acquainted 
with drugs when faced with the laborious task of trying to 
write and compound prescriptions to the satisfaction of 
his teachers. He had little first-hand knowledge of the 
action of drugs, and the clinical evidence of their effects 
on patients was often confusing and difficult to interpret. 
The drugs in use to-day are potent and valuable remedies. 
It is therefore the responsibility of those who train medi- 
cal students to ensure, as a prerequisite to safe and 
effective therapy, a sound knowledge of the principles of 
pharmacological action. 

Numerous experimental methods have been devised to 
demonstrate the action of drugs on isolated tissues and in 
the intact animal. Such methods provide the fundamental 
approach, but the criticism has been made that the student 
often fails to appreciate the connexion between these effects 
of drugs and their clinical application. The experimental 
study of the action of drugs on normal man is a logical 


step in the process of understanding the effects of drugs 
in disease. For this reason part of the practical course in 
pharmacology given to preclinical medical students at Uni- 
versity College, London, consists in observing the effects 
of various drugs administered to members of the class. 
The experimental methods used and the results obtained 
in a class of approximately 70 students are described below. 


The class was held once a week and lasted approximately 
five hours. The students worked in pairs, each acting in 
turn as subject and observer ; during the experiment they 
were housed in cubicles, each cubicle accommodating two 
pairs of students and one member of staff acting as super- 
visor. The subjects were all normal healthy male or female 
medical students. In each experiment the selection of drugs 
to be studied was at random, and each student drew from 
a hat a numbered card representing a dose of a particular 
drug or inert substance the identity of which was not 
revealed until the experiment was concluded and the 
observations fully recorded. 

Three types of experiment were carried out, in each of 
which the drugs were administered by a different route, in 
order to assess the following: (1) the analgesic activity of 
certain drugs when given subcutaneously ; (2) the effects 
on voluntary sensory-motor co-ordination during inhala- 
tion of mixtures of nitrous oxide and oxygen ; and (3) the 
effects of drugs, which were taken by mouth, on the per- 
formance of three tasks involving rate of voluntary move- 
ment, sensory-motor co-ordination, and sustained attention 
and muscular control respectively. 


1. Assessment of Analgesic Activity 
Method 


Thirty-five subjects were used for estimating the analgesic 
potency of the following drugs: morphine, 10 and 15 mg., 
amidone (“ physeptone”), 10 and 15 mg., pethidine, 100 
and 150 mg., and physiological saline, 2 ml. Thus each 
dose of each substance was tested on five students. 
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Fic. 1.—Apparatus used for producing muscle ischaemic pain. 








The apparatus used to test the effect of these drugs was 
one that produced the pain of muscle ischaemia of the fore- 
arm in a manner resembling that originally described by 
Lewis, Pickering, and Rothschild (1931) and later modified 
by Harrison and Bigelow (1943). 

The subject lay on a couch and a sphygmomanometer 
cuff was placed on each upper arm. Muscle ischaemia was 
produced by inflating the cuff to 160 mm. Hg, and the sub- 
ject contracted the muscles of the corresponding forearm 
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by squeezing the rubber bulb (A) shown in Fig. 1. The 
contraction of this bulb forced air into the bottle (B) and 
thus displaced the mercury in the U-tube (C). When the 
mercury was displaced sufficiently it completed an electric 
circuit and lit the lamp (D). To enable the apparatus to 
be adjusted for subjects with different strengths of grip 
the resistance to pressure could be modified by means of 
the variable leak (E) on the T-tube. The fre- 
quency of squeezing was determined by a 110 
metronome (F) set at 90 beats a minute. 
Before each estimation the subject’s arm was 
raised and gently stroked to empty the veins. 
The cuff was rapidly inflated to 160 mm. Hg 
and the arm lowered ; simultaneously the sub- 
ject began to squeeze the bulb, in time to the 
metronome, with enough pressure to light the 
lamp. The observer noted (1) the time of onset 
of pain, and (2) the time of onset of “ exhaus- 
tion,” which was determined by the failure of 
the subject to light the lamp in six consecutive 
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This method of assessing pain is limited by the fact that 
the time of onset of pain cannot be measured when it is 
preceded by the onset of “ exhaustion.” For example, at 
the point X the subject ceased to contract his hand effec- 
tively, and useful estimations of the time of onset of pain 
could not be made unless and until pain occurred again 
before the onset of “ exhaustion.” 


Morphine 15mg 


Saline 
— = Amidone 15mg 











attempts. When the exhaustion point was 20+ 
reached the cuff was deflated and the estima- 

tion was repeated on the other arm. The whole 10F 
procedure was repeated every 15 minutes. 05 


After three or four estimations on each arm 
the analgesic drug was given subcutaneously 
and observations were continued at 15-minute 
intervals for two to three hours. The observer 
also recorded changes in respiration, pulse rate, and the 
appearance of the skin: any sensations reported by the 
subject were also noted. 


Results 
The typical effects of one of the drugs on an individual 


subject are shown in Fig. 2. The times of onset of pain. 


and of “exhaustion” were measured in seconds, and a 
curve for each has been plotted. The first three readings 
indicate the normal performance; after the drug was 
injected there was an increasing delay in the onset of pain 
and a decrease in the time before “ exhaustion ” occurred. 
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Fic. 2.—The typical on of an analgesic drug on the time of 
onset of “ exhaustion ” and of pain. Ata o the time indicated by 


X the subject failed to compress the bulb for long enough to produce 
pain before the onset of “‘ exhaustion.” 
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Fic. 3.—The effects of analgesic drugs on the time of onset of “ exhaustion.” 
Each curve represents the average results from five subjects. 


Average curves (five subjects) of the percentage decrease 
in time before onset of “ exhaustion” with each drug are 
shown in Fig. 3. In comparison with the relatively slight 
effect of the other drugs it,is surprising to note that with 
amidone in the smaller dose of 10 mg. “ exhaustion” 
occurred earliest of all. 


The difference between the mean values for all “ exhaus- 
tion” times for saline and amidone, 10 mg., was tested 
for the “significance of trend differences” (Lindquist, 
1947). The F-ratio thus obtained was 2.37 (df. n,=7, 
n,=56, 0.0S>P>0.01). The difference in trend between 
the two curves is therefore significant. It is evident from 
inspection of the graph that significant differences are not 
to be expected in the case of the other drugs. We find it 
difficult to advance an explanation for this singular effect 
of 10 mg. of amidone, which was also observed in 
a previous class. 
This anomaly might 
be further investi- 
gated. 
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of exhaustion did not differ significantly from that fol- 
lowing the injection of saline, it is possible to assess 
the analgesic effect of the drug in terms of the number 
of times when pain failed to occur by the time 
“exhaustion” had set in. A block diagram (Fig. 4) has 
been constructed on this principle for each dose of each 
drug, from the results of estimations carried out at 15, 30, 
and 45 minutes after the injection of the drug. The height 
of each block may be regarded as an indication of the rela- 
tive analgesic potency of the different drugs. Our experi- 
ments fail to distinguish between the effects of saline and 
those of 10 mg. of morphine, and the greatest analgesic 
activity was observed with 15 mg. of morphine and 15 mg. 
of amidone. Moreover, reference to Fig. 3 suggests that 
these two drugs in doses of 15 mg. produce the least effect 
on “exhaustion.” In the choice of drug to be used clini- 
cally analgesic potency combined with minimum effect on 
“exhaustion” is obviously a factor to be taken into 
consideration. 


Incidence of Subjective Effects 


The numbers of subjects who reported side-effects are 
shown in Table I. Drowsiness and “ muzziness ” occurred 
in nearly three-quarters, and nausea and vomiting in more 
than half of the group. In one-fifth of the subjects the 
respiratory rate fell below 15 a minute. 


TaB_e I.—Incidence of Subjective Effects in 30 Subjects Given 
Analgesic Drugs 








Subjective Effects No. Showing Effects 
Drowsiness and muzziness - +s 2 pL 
Nausea (without v 8; with vomiting, 10) .. 3 (605%) 
Sweating, pallor, and flushing oe aA a 11 Or 
Dryness of mouth aa - va ee oa . 7%) 
Respiration below 15/min. .. me és - 50?) 








With amidone, 15 mg., and morphine, 15 mg., nausea and 
vomiting, or dizziness, occurred more often than with 
pethidine, 100 and 150 mg., or amidone, 10 mg. These 
effects are particularly apt to begin when the subject assumes 
an upright position at the end of the experiment. 


, 2. Effect of Gas Mixtures on Voluntary Sensory-motor 
Co-ordination 


Method 


This experiment was designed to show the effect of 
different mixtures of nitrous oxide and oxygen on a task 
involving sensory-motor co-ordination. 


The gas mixtures were measured by rotameter type flow- 
meters (estimated accuracy within 2%) and delivered to a 
large reservoir bag of 34 gallons (15.9 litres) capacity which 
was connected to an R.A.F. oxygen mask. This type of 
mask incorporates a small microphone by means of which 
the subject can communicate with the experimenter. All 
gas mixtures delivered to the mask were perfumed by insert- 
ing into the circuit a filter paper impregnated with lavender 
oil. 

For the test of sensory-motor co-ordination we used a 
tubular apparatus with a hole at the top just large enough 
to admit small steel ball-bearings, which were inserted with 
a pair of forceps. (This apparatus resembles the R-V 
manual dexterity test developed by the National Institute 
of Industrial Psychology.) The subject’s performance 
was measured by the average time taken to insert 25 
ball-bearings. 


Every subject first practised the task in sets, each of 
which consisted of four consecutive trials, until his per- 
formance did not improve further ; this usually involved 
four to five sets. The average score of the last set was 
then taken as the subject’s normal performance and was 
compared with his performance while inhaling the gas. The 
normal performance ranged from 41 to 56 seconds, the 
average being about 50 seconds. 


Each subject, according to the card which he drew, was 
then given 40% nitrous oxide in oxygen, or 50% nitrous 
oxide in oxygen, or oxygen only. The subjects were told 
that they would be unable to distinguish between the 
gas mixtures and the oxygen on the basis of smell or 
taste. 

After inhaling the gas for 14 minutes at rest, the average 
performance on four trials of the ball-bearing test was 
again assessed during continuous inhalation of the gas 
mixture. Most subjects continued the experiment for six 
to eight minutes. 

After the experiment they were asked to describe sub- 
jective effects noted during inhalation ; any signs observed 
by the experimenter were also recorded. 


Results 


The mean scores on the ball-bearing test are shown in 
Table II. It will be seen that only a proportion of those 
subjects who received nitrous oxide mixtures were able to 


TaBLe Il.—Effect of Gas Mixtures on Ball-bearing Test 





O; N,O 40% N,O 50% 
Before | During | Before | During | Before | During 








No. of subjects who 
attempted experiment 10 
No. of subjects who | 
completed experi- b 


w 


10 1 


ment satisfactoril. 1 7 5 
Mean scores (seconds 49-0 54-9 50-3 76-0 50-8 96-2 
Standard deviations of 
mean scores ra +6°4 +7-4 +45 | +177 +31 +166 
Mean % decrease of 
under gas .. 11 52 89 























complete the experiment. Several pulled off the mask ; 
two, whose scores have not been included, completed the 
test only after continuous prodding and encouragement 
from the demonstrators ; and seven lost consciousness. 


The mean scores of the three groups of subjects before 
inhalation—that is, their: normal performances—are prac- 
tically identical. The mean scores during inhalation of 
the different gas mixtures all show an increase in the time 
taken, equivalent to a decrease in speed: 11% with oxygen, 
52% with the 40% nitrous oxide mixture, and 89% with 
the 50% nitrous oxide mixture. 


Analysis of variance has been applied to the differences 
in score of the three groups, and has shown the results to 
be highly significant (F= 16.2, [n, =2,n,=19] ; for P=0.001, 
F=10.16—that is, with the given degrees of freedom, one 
would expect an F-ratio as great or greater than 10.16 to 
arise less than once in a thousand times.) 


The general trend of the quantitative results was very 
much what one would expect: the higher the dose, the 
less efficient the performance. The deterioration of per- 
formance under oxygen should also be noted. The dif- 
ference from the normal of 11% may seem small, but it is 
consistent and statistically significant (t=4.47, [d.f.=9], 
0.01>P>0.001). Some of this might be attributable to 
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discomfort caused by wearing the mask, but it seems likely _ 


that psychological factors such as suggestion and expecta- 
tion were also involved. This was confirmed by some of 
the reports given by the subjects, and by the fact that occa- 
sionally a subject showed quite marked symptoms with 
oxygen alone. For instance, one student, after inhaling 
oxygen for one minute, told the demonstrator that he was 
sure that it was nitrous oxide, and subsequently described 
his experiences in great detail as “typical nitrous oxide 
symptoms,” such as giggling, talkativeness, difficulty in 
concentrating, and “ twitchings.” 


The wide range of individual responses, especially under. 


the higher drug concentration, is also noteworthy. One 
subject, for example, was no more inefficient under 50% 
nitrous oxide than another who received only oxygen, while, 
as has already been pointed out, seven others lost conscious- 
ness and could not complete the test at all. 


Subjective Effects 


The most commonly reported subjective effect was a 
general “ muzziness,” variously described as feeling vague, 
dreamy, or “ being distant.” One subject reported, “ I’ve 
just had the most frightening dream about relativity I have 
ever had.” Sporadic chuckling was quite frequent, though 
it decreased noticeably when no appreciative audience was 
present. Pleasant symptoms were often indicated by com- 
ments such as “Enjoyed the experience,” “ Was sorry to 
take the mask off,” or “ Nice giggly feeling.” Several sub- 
jects described changes in time sense, asserting that time 
during inhalation seemed to drag and a few minutes 
appeared like several hours. One subject under 40% 
nitrous oxide persisted in dropping imaginary ball-bearings 
into the apparatus long after the experiment was over. 
These various symptoms, however, were usually of short 
duration. 


3. Effects of Other Drugs which Stimulate or Depress the 
Central Nervous System 


Methods 


This experiment consisted of three types of tests, which 
were used to demonstrate the effects of drugs which stimu- 
late or depress the central nervous system. The drugs were 
given by mouth and were selected as previously described, 
so that five students each received one of the following: 
amphetamine sulphate, 15 or 25 mg. ; “ seconal,” 3 or 44 gr. 
(0.2 or 0.3 g.); cyclobarbitone, 3 or 44 gr.; tablets or 
capsules of lactose as control. 

The tests used were: (a) The ball-bearing test (already 
described). (b) The tapping test, which was used to measure 
the speed and consistency of voluntary motor movement. 
The apparatus consisted of a morse key connected to an 
electric numeral counter, and the performances were scored 
as the number of taps which were recorded during a stan- 
dard period of continuous tapping for three minutes. (c) A 
disk-dotting machine of the McDougall—Schuster type was 
used to test sustained voluntary attention and muscular 
control (Smith, Culpin, and Farmer, 1927). The 
performance was scored as the total number of dots 
aimed at and hit before five consecutive misses were 
recorded. 

Two of these tests were chosen by each subject, who 
practised the tests until consistency in performance was 
attained, the last score being taken as his normal perfor- 
mance. The drug was then given with a draught of water ; 


the tasks were repeated at intervals of 15 minutes for two 
to three hours. 


Results 


Average curves have been plotted showing the effect of 
several of the drugs on the performance of the tapping 
test. These are shown in Fig. 5 as the percentage increase 



















TIME AFTER TAKING DRUG (MINS) 


Fic. 5.—The effects on the performance of the tapping test after 
administration by mouth of amphetamine sulphate, cyclobarbitone, 
and _ Dummy tablets containing lactose were used as 
controls. 


or decrease of normal performance. On the whole the 
dotting test provided the most sensitive index of the action 
of the various drugs. 

We were unable to obtain sufficient records for statisti- 
cal analysis of the effects of all the drugs on the three 
different tests. It was possible, however; to average the 
maximum responses for two doses of each of the sedative 
drugs on the tapping test, of which Fig. 6 is a diagrammatic 
representation. A\l- 








though this gives no 7 70r 

information about SECONAL 
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. 3 Fic. 6.—Comparative effects of seconal 
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. ic expressed as the maximum percentage 
for testing hypnotic decrease in performance for each drug 


drugs—the best way given in doses of 3 and 44 gr. 

to do this is by 

observing their power to produce sleep. This they often 
did in the course of the experiment, but the conditions in 
the class were not quiet and consistent enough to make 
this effect a valid criterion. 


Discussion 

It might be asked, “ What does the medical student learn 
from this method of teaching pharmacology ?” It is well 
to point out, of course, that these experiments are only part 
of the practical course in pharmacology and are, moreover, 
preceded and followed by systematic lectures on the subject, 
so that the student is able to appreciate the general nature 
of the action of drugs. We consider that the outstanding 
advantage of this part of the practical class is that the 
student experiences at first hand the effects of certain drugs 
and learns to assess some of the qualitative and quantitative 
changes produced. By comparing his own experiences 
with those of the other members of the class, he begins 
to appreciate the individual variation in response to the 
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same dose and drug. In addition, different methods of 
administering drugs are illustrated. 

The importance of control observations and the influ- 
ence of suggestion are illustrated by studying the effects of 
inert substances. This provides a valuable basis for the 
appreciation of the function of the “ placebo” in thera- 
peutic practice. The undesirable side-effects of drugs are 
also demonstrated, and the student learns that these effects 
must be taken into consideration in the choice of a drug 
for a particular purpose. 

On the whole there was little disturbance of the normal 
routine of the student ; the overall incidence of subjective 
effects in the class is shown in Table III. With the excep- 
tion of five students, all the members of the class were 


TaBL_e III.—Total Incidence of Subjective Effects in 70* Subjects 
Performing Experiments 1 and 3 








Subjective Effects No. Showing Effects 

Nausea (without vomiting, 8; with vomiting, 13) .. 21 (30°% 
Dizziness a a aa a ng a 33 (4753 
Other minor symptoms 39 (56%) 
Sleep the following night: 

Sounder than usual . . - ont ia ai 20 (29%) 

Less sound than asual as aA aa 7 13 (18%) 

Same as usual wie - - id ex 37 (53%) 
Spent night in hospital nee an we 3 Ge 








* This number includes 11 who received dummy tablets or saline injections. 


conducted safely and without incident to their home or 
lodgings by one or more persons not under the influence 
of any drug. Because of persistent vomiting or dizziness, 
or because the journey home involved a long period of 
travel, five students were accommodated overnight in hos- 
pital. For them it was an interesting experience, and they 
had all fully recovered by the next morning. There was 
little disturbance of sleep, except with those who had taken 
amphetamine, and this also served to illustrate the action 
of that drug. 


Although it was clearly understood that attendance at 
the class was optional, all students eagerly participated and 
co-operated well in the arrangements necessary for the 
conduct of the experiments. Indeed, many of them wel- 
comed the opportunity later of acting as subjects in further 
research on the action of drugs on man. 
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According to Time magazine Dr. Willard Cole Rappleye, 
dean of the faculty of medicine at Columbia University, is 
reported to have said recently: “‘ Medicine is becoming a social 
as well as a biological science. We would rather have a student 
with intellect . . . and a rounded capacity for life than one 
whose only view of humanity was gained as he passed from 
one laboratory to another. So-called ‘ premedical’ education 
should be abolished in the colleges. ... There is no such 
thing as ‘ premedical’ education nor should students in colleges 
who plan to enter professional schools be regarded as pre- 
medical or predental students. [College] education is not ‘pre’ 
anything, but should be devoted to the objective of providing 
as broad a cultural education as the institution can provide. It 
should be a preparation not for medicine or dentistry or public 
health, but for life.” 


SOME MECHANICAL AIDS TO 
INSTRUCTION 


BY 
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F.R.PS. 


AND 


PETER HANSELL, M.R.C.S., F.LB.P., F.R.P.S. 


(From the Departments of Medical Photography, Manchester 
Royal Infirmary and Westminster Hospital) 


Over the last two decades there has been a very marked 
shift of emphasis in instructional method from the aural 
to the visual. The two are, of course, complementary 
and neither can readily stand alone, but perhaps one of 
the greatest positive experiences emerging from the war 
was the wide realization of the great efficiency of the eye 
compared with the ear as a receptor of instruction. The 
Army Bureau of Current Affairs (ABCA) succinctly 
modernized the old Chinese proverb “ One picture is worth 
a thousand words” to “One in the eye is worth two on 
the ear.” 


The newer methods of teaching are undoubtedly of very 
great value. Yet they often run the risk of being “ over- 
sold” by their enthusiastic backers and of falling into dis- 
repute for failing to do what they were never meant to do. 
They are “aids” to instruction, not instruction in them- 
selves ; they must never be used as a form of escape for 
the lazy teacher. To use these mechanical methods 
correctly requires more, not less, effort than the preparation 
of a lecture of the traditional type. 


School-teachers have been quick to realize the value of 
the new methods, and many of the more enlightened local 
education authorities have set aside substantial resources 
to provide the material ; to date most medical schools have 
lagged sadly, and the few that are progressing are often 
more impeded than helped by ill-informed enthusiasm. 
There is a widespread tendency to say, “ Let’s make a film 
of this, or a filmstrip of that,” without consideration of 
the limitations or suitability of the media, or without 
proper understanding of the audience for which the 





Fic. 1.—The simple type of drawing suited to the chalkboard. 
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NORMAL ANGIOCARDIOGRAPHY 







| Superior vena cava 
2 Right atrium 

3 Right ventricle 

4 Conus 


5 Right eer ~ 
artery 


L.A.O. 
6 secs 


3 secs 


Fic. 2.—The wall chart is usually more detailed than the chalkboard drawing, 


but must still retain ciarity. 


material is to be produced. Medical-school budgets are 
not elastic, and their resources must be directed to the 
greatest good of the greatest number. 

The present article is a précis only, describing mechanical 
aids to instruction as they now exist and designed for the 
teacher who is to use them ; it sets out to summarize their 
capabilities and their limitations. 


The Blackboard 


Better called the chalkboard, for it is easier to see when 
the board is blue and the chalk yellow. This is the simplest 
and yet the most abused class-room accessory 
(Fig. 1). A technique must be acquired and 


6 Left pulmonary 


7 Left atrium 
8 Left ventricle 
9 Ascending acrta 


10 Descending aorta 





7:5 secs 


Models 


The use of models is rather restricted in medi- 
cine, except in association with museum display 
(Fig. 3). The modern plastics have opened up 
a new field in the presentation of anatomical 
material, and for the more elementary forms 
of instruction plastic bones and viscera are 
more robust than the earlier plaster casts 
(B.M.J., 1950). Serial scale reproductions of 
histological sections, cut in plastic sheet and 
cemented together, provide striking three- 
dimensional reconstructions in such fields as 
embryology. If a model is to be used in the 
lecture theatre it must be big enough for all 
to see, and great care is needed to light it to 
advantage. 


artery 


The Epidiascope 


There are two main methods of projection 
of material on to a screen. The image of an 
opaque original -may be transferred to the 
screen by intense reflected light in an episcope, 
or a transparent original, the more familiar 
lantern slide, may be lit by transmitted light 
and projected on to the screen in a diascope. The epidia- 
scope, most commonly seen in lecture theatres, is a double 
instrument designed to fulfil either of these functions at 
choice (Fig. 4). 

Opaque projection can never make efficient use of 
the available light, for reflection never approaches 100%, 
but in spite of this the episcope offers certain advantages. 
Material from books or existing photographs may be 
employed, and subject to a limitation on depth of about 
2 cm. it is possible to project solid objects such as instru- 
ments. The field size varies slightly with the maker, but 








teachers must avoid overcrowding and poor 
legibility. The surface requires, but rarely 
receives, regular maintenance, and the local 
illumination should be high. It is possible to 
project a partially completed diagram on to a 
well-cleaned board, finishing it in chalk during 
the class, with consequent saving of time. To 
meet the request for a board which can be used 
in a darkened room at the same time as a pro- 
jector, experiments are being made with ultra- 
violet light and fluorescent chalks. 


The Wall Chart 


Not unlike a permanent blackboard, the wall 
chart can be prepared in greater detail, as this 
is done in advance (Fig. 2). As with the black- 
board, overfilling should be avoided, and the 
maximum use may be made of symbols on the 
lines of the familiar “isotype.” To leave 
several charts exposed during the whole of a 
class is merely to distract the attention of the 
audience, and arrangements should be made for 
a chart not in actual use to be covered or rolled. 
In the preparation of instructional charts much 
can be gained from a study of the best class of 
advertising, though it should be remembered 
that a wall chart is for study and a poster is 
for instant reaction. 














Fic. 3.—Model in conjunction with other exhibits. 
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Fic. 4.—A modern epidiascope. 


in general the effective area of the original may be taken 
as a 6-in. (15-cm.) square. This area should be filled if 
the projected image is to fill the screen, and much episcopic 
projection fails because of the selection of too small an 
original ; few books, in fact, have figures of adequate size, 
nor is it possible to change the pages of a book without 
much distracting “ fiddling,” all of which is thrown on the 
screen. It is therefore desirable to have material of more 
than ephemeral value mounted on standard 8-in. (20-cm.) 
cards, or a series may be mounted on a fan-fold strip for 
ease in storage or filing. It will be seen that the proper 
use of this instrument involves rather more than merely 
picking a book off the shelf and marking the page. Because 
of the greater contrast, the episcope is most effective with 
line material. 


Subilluminators 


Certain epidiascopes have provision for lighting the 
platform from below. This enables the full area to be used 
for large transparencies—e.g., an 84 by 64-in. (21.5 by 
16.5-cm.) radiograph or the larger sizes of colour trans- 
parency. A warning is, however, necessary regarding the 
density of the diagnostic radiograph, which is rarely seen 
to advantage by this method. A _ special instrument 
accepting 17 by 14-in. (43 by 35.5-cm.) radiographs has 
been described (Dillon and Murphy, 1949) ; but on this the 
smaller sizes of film will not fill the screen; and there seems 
little advantage, as the preparation of a reduced trans- 
parency is not unduly difficult. 


An instrument of perhaps greater possibilities has been 
marketed recently. In this the subilluminator throws its 
light through a horizontal band of transparent plastic on 
which the lecturer writes in grease pencil. The image is 
thrown on the screen as he writes. The use of this on a 
second screen while slides are thrown on the main screen 
suggests another possible means of communicating with a 
class in a darkened projection theatre. 


Lantern Slides 


The diascope, the oldest and best known of the optical 
aids, needs little introduction, yet, like the blackboard, even 
the slide is not always used to the best advantage. As 
stated above, the transparency makes far better use of the 
available light than does any form of opaque projection, 
although it generally involves rather more work in its pre- 
paration. The common British size is 34 in. (8 cm.) square, 
though organizers of international meetings should not 
forget that the American slide is 34 by 4 in. (8 by 
10 cm.) and the Continental sizes are 83 mm. square 
and 9 by 12 cm. The projector should be equipped with 
carriers for all these sizes. A more recent introduction 
is the 2-in. (S5-cm.) square slide, which is discussed below 
(Fig. 5). The marking of the slide to ensure correct posi- 
tioning in the lantern is now international (British Standard 
777: 1947), consisting of a single spot in the lower left 
corner when the slide is held to be viewed in the hand. 
The older British system of two spots in the top corners is 
obsolete and should be discontinued. 


One of the most vexed questions is the amount of infor- 
mation which may be included on a single slide. While 
not going to the extremes of a peripatetic correspondent of 
the Lancet (Lancet, 1947), who needed a telescope in the 
back row, it must be admitted that the obscure over- 
crowded slide is far too common. The textual slide should 
bear the same relation to the lecture as the headlines of the 
evening paper do to the news. It is rarely necessary to 
throw a mass of figures or a long involved statement on 
the screen. A few salient words will canalize the audience’s 
attention while the lecturer supplies the verbal detail. Visi- 
bility is paramount, and it is not reasonable to assume that 
the back row of the audience have better vision than 6/6 
Snellen. It is easy, by a simple similar triangle relation, 
to estimate the distance at which a slide should be viewed 
in the hand in order to produce the impression of its size 
when projected on a screen of known size. 


In general, typescript should be avoided, but where some 
better form of lettering is not available it may be assumed 
that only the amount of ordinary typescript which will fit 
on a postcard will be legible on the screen. Furthermore, 
typescript for reproduction must be perfect, and be prefer- 
ably done through a new carbon without a ribbon, after 

















Fic. 5.—The two British standards of lantern slides (showing 
correct spotting) and an emergency carrier for 2-in. slides in a 
34-in. projector. 








AU 





Fic. 6- 


cleanit 
and al 
the siz 
legible 
than i 
lessene 
words 
colour 

Whi 
stress 
both | 


The 
and it 
are ve 
size of 
set up 
a stati 


Why 
what a 
the pri 
of the 
parenc 
too sn 











T- 








Aua. 26, 1950 


SOME MECHANICAL AIDS TO INSTRUCTION Mepicat JOURNAL 491 





Ordinary Typewriter 


Royal Butterick Type 


Remington Bulletin Type 





Fic. 6.—Special typewriter faces—showing the advantage of a clear image 


on an opaque ground. 


cleaning the type. Certain bold-type machines are available 
and are of value (Fig. 6). It is the boldness rather than 
the size of the type which tells. Script is always more 
legible when projected as a white image on a black field 
than in the more usual black on white, as the glare is 
lessened ; this has the additional advantage that selected 
words or lines may be washed in easily with transparent 
colour. 

While discussing clarity it may not be inopportune to 
stress the need for regular cleaning and maintenance of 
both projectors and screens. 

The 34-in. slide is firmly entrenched in British teaching, 
and it will not easily be replaced, if only because there 
are very large collections in existence. Furthermore, this 
size of slide is just big enough to be viewed directly when 
set up on an illuminator, and can thus be made part of 
a static display. 


The Miniature Projector 


Why, then, has the 2-in. slide made its appearance, and 
what are its advantages ? The original demand arose from 
the provision of 35-mm. colour material for use in cameras 
of the Leica or Contax type, which produced small trans- 
parencies (24 by 36 mm.) requiring projection. These were 
too small when mounted up for 34-in. projectors, and 

















Fic. 7.—A modern miniature projector. 


special instruments were produced. From this idea 
the modern miniature projector (Fig. 7) has evolved 
as an extremely efficient optical instrument designed 
not only for the small slide but also for the handling 
of 35-mm. film in continuous lengths, the filmstrip, 
while several models can be fitted with a head for 
medium-power microscopical projection. The 2-in. 
slide may be mounted in glass in the traditional 
manner, or it can be satisfactorily preserved as a 
section of film in a cardboard mask, a method valu- 
able in these days of air travel. It has every virtue 
of the large slide except the possibility of direct view- 
ing, while it has the enormous advantage of being 
cheap, light, and virtually unbreakable. And it is 
an international standard, a point of increasing 
importance with the post-war resurgence of inter- 
national conferences. 

The miniature projector provides a meeting-point 

between the slide and the filmstrip, a medium generally 

less well understood. The 35-mm. filmstrip (Fig. 8), a series 

















Fic. 8.—A 35-mm. medical filmswip with its teaching notes and 
storage can. 


of still pictures, with or without captions, is not merely a 
convenient substitute for a set of slides. Indeed, if that 
were the case the slides would be more suitable, for their 
sequence is easily changed. The strip is designed as a 
coherent whole, and the sequence must be logical and must 
evolve as a train of thought. The relation is far closer 
to the motion-picture film than to the slide. For the experi- 
mentally minded teacher it is, of course, perfectly simple 
to have a duplicate of the strip cut up and made into 
separate 2-in. slides, and if major changes are needed a 
strip can be reprinted. But essentially it is as complete 
as a book, and must be as carefully prepared and 


used. 

There is a fairly wide range of filmstrips commercially 
available, but any teacher with a good illustration depart- 
ment behind him should be in a position to produce his 
own material. Furthermore, the projector is light and easy 
to handle, and there is much to be said for a medical school 
possessing a machine which the staff can borrow when they 
go afield to lecture to societies. This at least brings inde- 
pendence of the local projectionist, and ensures that the 
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machine will fit the film. It must not be forgotten, however, 
that there are still places where the electrical supply is not 
230 volts 50 cycles A.C. 


The Motion Picture 


This is probably the most attractive and certainly the 
most dangerous of the mechanical aids to instruction 
(Fig. 9): in most schools the film has not yet outgrown 








Fic. 9.—A 16-mm. sound film projector with its loudspeaker unit. 


the status of an “extra”—a distraction thrown in, but 
not really part of the instructional sequence. In spite of 
this there exist many excellent films, due almost entirely 
to the enthusiasm of individuals ; such films are made by 
the teacher for his own ends, and because of this they are 
often parochial in outlook and are therefore rarely shown 
except by the maker. In view of the amount of money 
and work expended in making it the film is thus often 
uneconomical. The real value of the film will begin to 
be seen when the schools co-ordinate their production and 
the “ prestige” film is no more. 


The great need, which can be met with comparative ease 
within the schools, is for the short factual film which can 
be used with as little self-consciousness as a lantern-slide 
or a blackboard. Many simple techniques can be initially 
taught by film when they involve movement. Where there 
are, on the other hand, a series of static stages, the filmstrip 
is the better medium. A repetitive movement, or any 











Fic. 10.—16-mm. silent film (double perforated) and sound film 
(single perforated), showing the sound-track. 


cyclical event, is suited to the film-loop—a few feet of film 
joined end to end and allowed to runcontinuously, repeating 
the movement as often as required (for example, a kine- 
radiograph of a joint movement). 


The instructional film is almost invariably made on 
16-mm. stock, and may be either silent or sound (Fig. 10). 
Silent film, perforated along both edges, runs at 16 frames 
a second. Sound film is perforated on one edge only and 
runs at 24 frames a second. All sound projectors may be 
set to run at 16 f.p.s., and will project silent film satisfac- 
torily. Silent projectors, having teeth on both sides of the 
driving sprockets, cannot be used to project sound film, 
and, moreover, would ruin the film. It is therefore essen- 
tial to examine a film with great care before projecting it, 
to determine its type and to ensure that it is correctly 
wound, in order to avoid this disaster. 


Many teachers, using films which they know in great 
detail, have been accustomed to speak a commentary while 
the film is run silent. This of course limits use of the 
film to occasions when the maker is present, and a new 
development has made it possible to get over this difficulty. 


Tape and Wire Recorders 


In these machines sound is recorded magnetically on a 
moving tape or wire which can be played back any number 
of times. Sections can be erased and re-recorded at will. 





Fic. 11.—A tape recording outfit coupled to a 16-mm. projector. 


A modern machine of this type is designed to be coupled 
to a film projector (Fig. 11) and thus, by simple synchron- 
ization marks at the beginning of the tape and the film, it 
is possible to fit a commentary to a film without the ela- 
borate procedure of recording and placing the sound-track 
actually on the film. This machine has other uses which 
may be of value in the medical school. It can record 
discussions ; a lecturer may practise, and may hear himself 
(often a chastening experience); and commentaries for 
film may be rehearsed and polished before proceeding to 
the expense of a final recording session on film. The 
organizers of international conferences may find in the tape 
recorder a solution to the language problem when showing 
films. 
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Screens 


Various types of projector have been mentioned ; it is 
necessary also briefly to discuss the screen. In most lecture 
theatres this is a neglected piece of apparatus, dirty and 
sagging. Yet as much care should be given to its selection 
as to the projector. The screen surface may be silvered 
(approximating to a mirror and therefore suited only to a 
long narrow room) ; glass-beaded (efficient, but costly and 
difficult to keep clean) ; or, best of all, a pure matt white, 
sprayed rather than brushed with zinc or titanium white, 
which does not darken in an industrial atmosphere. The 
size is a matter of some importance, and must be related 
to the projection equipment and to the room (Fig. 12). 
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Fic. 12.—The recommended proportions of a projection theatre 
using a matt white screen. 


The picture should not be wider than half the distance from 
the front row of seats, nor less than one-sixth of the distance 
from the back row. The frame should be of dead black 
material, to absorb any “overspill” of the projected 
picture. In many of the older theatres it will be found 
that certain side seats are quite unsuitable, as they put 
the observer at a very oblique angle to the screen. When 
possible, these seats should be removed. With a matt screen 
the permissible angle is 30 degrees either side of the 
projector axis. 

Screen brightness is an involved subject, and it is not 
proposed to discuss absolute levels in foot-lamberts, but a 
practical test should aim at permitting a level of house- 
lighting which will allow the student to make essential 
notes without noticeable degradation of the screen image 
(B.M.J. Supplement, 1950). Where a higher light level is 
required, the possibility of rear-projection on to a well- 
hooded translucent screen should be considered. Many 
local education authorities have provided this equipment 
so that the teacher may have greater control over the class 
than is possible in a darkened room. 


Television 


The latest newcomer to the field of instruction is the 
television camera (B.M.J., 1949; Lancet, 1950) (Fig. 13), 
now transmitting colour over closed circuits. It would seem 
that this is likely to be of value to the postgraduate audience 
in surgery, but that its applications to medicine beyond this 
will be rather limited, and its very novelty may make it 
dangerous—in the same way as the motion picture. 
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Fic. 13.—Television equipment in an operating theatre at Guy’s 
Hospital. 


Certainly television from the operating theatre permits of 
no cutting or editing, and it may well prove to be merely 
boring—as so many operations already are to the onlooker. 


We acknowledge with gratitude the provision of illustrations by 
Miss S. Treadgold, Dr. K. D. Keele, Neville Brown and Co., Ltd., 
Electric and Musical Industries, Ltd., the Pullin Optical Co., Ltd., 
Scophony-Baird, Ltd., and the Victor Animatograph Corporation, 
Ltd. Our thanks are also due in no small measure to the staffs of 
our departments. 


REFERENCES 


Beale, C. (1949). Luok and See. Edinburgh House Press, London. 

British Medical Journal (1949). 1, 909. 

(1950). 1, 482. 

British Medical Journal Supplement (1950). 1, 182. 

Dillon, R. A., and Murphy, W. P., jun. (1949). Amer. J. Roent- 
genol., 61, 847. : 

H.M.S.O. (1938). Optical Aids (Educational Pamphlet No. 115). 





London. 
Lancet (1947). 2, 486. 
— (1950). 1, 475. 








A G.P. ON HIS CLINICAL TRAINING 


BY 
DONALD McI. JOHNSON, M.B., B.Ch. 


My opening gambit in this article must be to shift the 
responsibility for what I have to say to higher authority 
in the shape of my friend, the Editor. First, in that he 
asked me to write this account of “ what I found both good 
and bad” in my own hospital education as a preparation 
for general practice. Secondly, in that, despite my evasive 
assurances that anything I could possibly say seemed to be 
covered by those numerous excellent reports that are the 
feature of these enlightened times, he has insisted on my 
delving back into those dark ages of 25 years ago when, 
no doubt in expiation of the sins of some former incarna- 
tion, I was for the space of two years and six months a 
hospital student at one of our older teaching hospitals. 
Though I have a natural reluctance to make sweeping 
remarks, particularly when they are damnatory, in a scien- 
tific journal, I have no alternative as regards the hospital 
part of my education 25 years ago, for I believe it was 
wholly bad. It had certain minor features that might be 
described as good, but they did not redeem the whole. 
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Surgical Training 

Let me recall myself, therefore, in January, 1924, as the 
somewhat unwilling, but not entirely uninterested, student 
of medicine who, after completing the primary subjects at 
Cambridge, took up his first hospital student appointment 
as junior dresser in the Bart’s surgery. “ Somewhat unwill- 
ing,” since I had, like many another, had my medical career 
chosen for me rather than choosing it myself, owing to my 
being a doctor’s son. All the same, I had become interested 
enough in the primary subjects to obtain the entrance 
scholarship to Bart’s in the previous October. 

I was an unusual type perhaps, but not so unusual as all 
that. The Bart’s surgery of that day, on the other hand, 
did not overcome unwillingness or stimulate interest. The 
sudden and unprepared jump from the cosy realms of 
theoretical learning to the harsh realities of human pain 
and suffering was a mental shock the effect of which per- 
sisted for some time to come: certainly it coloured my out- 
look throughout my hospital years. Every morning for 
three months I had the experience of seeing and inflicting 
pain in the Bart’s surgery, entirely unaccompanied by any 
form of teaching. ‘All I learnt during that time was a 
painful and unsatisfactory method of treating carbuncles, 
septic fingers, and so on (a method which I quickly taught 
myself to discard as useless once I was able to acquire 
experience for myself)—for it was to this offal of surgery 
that our experience was confined, except on those rare occa- 
sions when it was our firm’s duty turn and our own per- 
sonal turn on a roster of some six or eight dressers to see 
the fresh cases that arrived in the casualty department. 


The “teaching” part of our day started when, at 
1.30 p.m., we gathered in the Square to embark on the 
ward rounds as the least important part of the hierarchy 
which constituted the “ firm.” Here horror became replaced 
by boredom as one shambled round on the outer fringe of 
the cortége accompanying the chief, gathering up such 
crumbs of wisdom as one’s general ignorance of what was 
going on allowed one to appreciate—one’s appetite for this 
being sadly impaired by the ache in the leg that ensued 
during these many weary hours. 

However, there was but three months to wait before | 
was promoted as senior dresser to the inner circle of this 
gathering. The principal advantage of this, so far as I was 
concerned, was that I could edge nearer the bottom of the 
patient’s bed, where I could surreptitiously find support 
for each leg in turn on the horizontal rail which is the 
fortunate feature of most hospital beds. But, alas, there 
was no convenient bed rail in the operating theatre, which 
claimed my presence for so many hours a week during 
this appointment, where I stood, shifting from one foot 
to another, either doing nothing or perhaps, if particularly 
honoured, being allowed to hold one end of a tourniquet, 
and only occasionally, very occasionally, being allowed to 
look at what was going on, and still less often having this 
explained to me. 

Thus passed six months of hospital education which 
seemed to lack any guiding principle behind it other than 
that common to most educational establishments of that 
day—namely, giving the neophyte a bad time to start with. 
As a summing up, I can lay claim to having learnt very 
little—a certain amount of operating-theatre drill, a certain 
amount of system in physical examination and taking case 
notes, and a small amount of surgery, though probably not 
as much as could have been learnt in a few afternoons’ 
intelligentdemonstration. There was no attempt at systematic 
teaching whereby the new opportunities of practical experi- 


——$—$__——_ 


A G.P. ON HIS CLINICAL TRAINING Bars 








ence could be correlated with what had been learnt in the 
primary subjects. I believe that at Bart’s we had one lec- 
ture on surgery a week, at 5 o’clock in the evening, but this 
was of a general nature and unrelated to what we had been 
doing during the day, so that, as attendance was optional, 
one did not often attend after spending a day in the 
surgery or the wards. Meanwhile the hard-learnt knowledge 
of primary subjects slipped away. 

Who among those educated at one of the older teach- 
ing hospitals can doubt that the monastic tradition has 
descended in strong measure through the hundreds of years 
from their early foundation? Who but is conscious of 
the feeling that, once within these portals, one must acknow- 
ledge that the entire universe has contracted itself to the 
area within these walls, and that one is expected to make 
the mental surrender to this cosmos before partaking 
of such gifts as this foundation may confer? To the 
majority this mental surrender perhaps comes easily ; it is 
made temporarily in most cases, permanently in some. In 
others, however, the reaction is the opposite, and I was 
one of the others. I became the victim of a wild, tearing 
claustrophobia. 

Once through the ties of my surgical dressership and with 
my finals still in the distance my main object in life was 
to pass as little time as possible in hospital and, during the 
remainder of the considerable amount of time available, 
to gather the widest range of alternative interests. Litera- 
ture, art, drama, sociology, all the things that in a liberally 
run educational establishment, however specialized its pur- 
pose, could have been used to build up and promote an 
interest in the main subject being taught, became in my 
own Case escapist diversions that served to take me as far 
as possible from the narrow confines of the world in which 
I found myself. 


Medical and Pathological Posts 


My medical clerkship (spent amongst obscure diseases 
which, for the most part, I was not to see again) occupied 
the next three months. Here, at least, I picked up a cer- 
tain amount of knowledge of chest signs and methods of 
examination. To a large extent I was free to pick and 
choose what I should do and to arrange my further acti- 
vities as I saw fit. Reasonably confident that I could pass 
my final examinations by the acquisition of book know- 
ledge, I was therefore concerned only with what I felt 
would be of use to me in the future—general practice being 
my acknowledged destination during my whole time at 
hospital. As I looked with a discriminating eye at the 
curriculum that lay before me, it seemed that most of the 
appointments suggested for me were just as little related 
to what I would be doing later as to what I had done before 
I came to hospital. With scarcely a sigh, and using all the 
artifice known to the medical student, I ruthlessly eliminated 
one after the other from my own programme. I soon 
concluded that special departments consisted merely of 
desultory standing on the fringe of a crowd in an over- 
crowded out-patient department—I eliminated special 
departments. 

Pathological clerking promised but a further three 
months’ tedium in counting blood cells, and, since my 
heretical mind told me that this was an occupation in which 
I was never likely to indulge, I took (in this case) the legiti- 
mate alternative of a pathological course at another hos- 
pital at which I not only saved some six weeks of my time 
but had the advantage of learning some pathology. 

It might be argued that, in adopting these tactics, I 
missed something that might have been invaluable to me, 
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but I did not miss very much—certainly nothing that would 
have filled: in the gaps of my education as a doctor. I 
passed my final examinations, as I had expected, by the 
acquisition of book knowledge, combined with an element 
of practical experience culled from demonstrations in sur- 
gical out-patients—the one part of my training in which 
every minute seemed to be of some value and in which 
at least one could sit around on chairs in reasonable com- 
fort and absorb useful knowledge. Here I actually learnt 
something about tumours and the necessity for their early 
diagnosis. 


A Qualified Doctor 


Eventually, of course, I became a general practitioner— 
a reasonably competent general practitioner, so I flatter 
myself. However, “reasonably competent” was scarcely 
the description that would have applied to me when, a quali- 
fied doctor, I returned home and was sent out by my father, 
who was still in practice, on an evening emergency call to 
see an elderly workman who had that afternoon started to 
lose the use of his right arm and right leg. I seem to 
remember recognizing hemiplegia, but so wrong was my 
prognosis that I remember even more clearly my surprise 
when the family attended the surgery next morning for a 
death certificate after having called on a near-by doctor 
later the same night. This was, of course, the first case of 
its kind that I had seen. 

It is a sobering thought that I would have shown the 
same lack of knowledge if faced by a rash or, in fact, any 
skin trouble, whether of an infectious or non-infectious 
character. Words such as papules, macules, and erythema 
merely swam round in my head in meaningless fashion as 
the result of a short course in fevers. My lack of know- 
ledge would have been the same had I been asked to write 
any prescription, other than that of plain mist. gent. cum 
theo or perhaps mist. bismuth., in its composite form—I 
had no idea what the ingredients were. It would have been 
the same if faced with a sick baby, or if I had had to give 
even a hypodermic injection, or if I had been asked to give 
detailed instructions of any of the more elementary nursing 
treatments. 

All this I eventually acquired: that is, with the exception 
of the last-named, which had to be replaced throughout my 
days in practice by a particularly haughty look of omniscience 
when ordering douches or other nursing treatments. But 
I did not gain my knowledge through teaching hospital or 
in any way remotely connected with it. My general diag- 
nostic knowledge was won through trial and error when I 
had the good fortune to obtain a six-months appointment 
as casualty officer at the Metropolitan Hospital, Kingsland 
Road. My knowledge of the medical treatment of minor 
complaints, which was, after all, the means by which I was 
to make my living, I learnt from the “ old-timer ”’—a gradu- 
ate of Dalhousie University, Halifax, Nova Scotia, in the 
late nineteenth century—from whom I bought my practice. 
The treatment of skins and skin troubles I absorbed from 
my dispenser, a former warrant officer in the R.A.M.C., 
with many years’ overseas service to his credit. Thus, in 
this highly fortuitous way, did I pick up my complement 
of knowledge that equipped me as a doctor. 

What did I learn from my three years at hospital ? The 
answer is: almost nothing, except for being impressed with 
the importance of systematic note-taking and of the early 
diagnosis of malignant disease; some chest signs and, 
again, the necessity for systematic examination. These, 
after all, are something, but they are scarcely enough to 
produce as a result of three years’ training. To say that 


I also learnt to pass my exams will not do, for I could have 
passed these by virtue of book knowledge, regardless of 
anything I learnt in hospital. 


Some Suggestions 


Society, shocked at the incompetence and inexperience 
of its newly qualified doctors, has determined in the new 
Medical Act that they shall have a further year in hospital 
as “interns” before being unleashed on to the public. 
Proposals are put forward for increasing the period of 
tutelage even longer than this. However, it would seem 
that, before these are seriously considered, equal considera- 
tion might well be given to the possibility of taking some 
of the “slack” out of the existing curriculum, or to the 
improvement of the teaching methods adopted therein. 

Frequently, since my student days, I have asked myself 
in the innocence of my own heart why some of those dreary 
hours spent in the operating theatre gazing at the back of 
the white gown in front of me, in the wards sidling up to 
beds with a view to gaining a foothold on the bed rail, 
or in making blood counts (this refers to others, if not to 
me) could not have been used in the inculcation of 
knowledge that would be of use in medical practice. 

Also would it not have been possible, perhaps by a more 
gradual transition, to have made the new atmosphere of 
hospital more acceptable to the student coming in from 
the academic atmosphere of Cambridge or Oxford ? Surely 
it would have been better to engage his interest first rather 
than to “throw him in at the deep end” and make him 
fend for himself ? Instead of this, however, I was left to 
grope in haphazard and unguided fashion through an 
existence of boredom, and even worse, because of the lack 
of any systematic attempt to organize my studies so that 
they related to what I had done before or to what I knew 
I was going to do afterwards. 

In my criticism of the teaching process it has not been 
my intention in any way to disparage the distinguished 
gentlemen in whose steps I followed: they were the victims 
of the system as much as I was. But inevitably the student 
had to take his place in their world, and in the world of 
hospital routine, as one of several competing interests. 
The first interest of a physician or a surgeon is naturally 
to be an expert physician or surgeon, it cannot be other- 
wise: the first interest of a hospital must be the cure of 
the sick. Into this métier the student must be fitted. How- 
ever, even when the surgeon or physician is transformed 
into the teaching unit we still find competing interests that 
take precedence over the work of education. As in all 
scientific establishments, there is the pressing claim of 
research—a claim that is bound to take prior place so long 
as the teaching staff not only have to combine research 
with teaching but in addition have to depend on research 
results rather than on teaching prowess for their prospects 
of advancement. We inevitably find this position reflected 
in the nature of the cases that fill the beds in the hospital 
wards where the student must, or at least should, gain his 
experience that is to stand him in good stead in his future 
struggles with the commonplace of general practice. This 
in turn can but be a reflection of the position which the 
student occupies in the minds of those who instruct him. 
He is apt undoubtedly to come a rather poor third to the 
claims of practice and research, and real improvement 
cannot be expected until he is “ upgraded” in the atten- 
tions ef at least some of his instructors. It is not to be 
denied that many of the distinguished gentlemen who make 
up senior hospital staffs have developed in empirical 
fashion their own reasonably effective manner of imparting 
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knowledge; but who has so far had the temerity to 
suggest that, before they are qualified for their appoint- 
ment, they should undertake a course at a teachers’ training 
college to learn the elements of modern teaching methods ? 
Who can deny that medical education would be much 
improved thereby ? 








SOME COMMENTS ON MEDICAL 
EDUCATION IN GREAT BRITAIN 


BY 
A LONDON MEDICAL STUDENT 


This article was written when the author was a final year 
medical student. He found on inquiry that the curriculum 
varied so greatly in the medical schools of this country 
that it was impracticable to write an article which would 
represent student opinion as a whole. But, though he is 
to some extent expressing a personal point of view, the 
first draft of the article was read and discussed at a meet- 
ing attended by representatives of students from a number 
of medical schools in London, Scotland, and the provinces, 
and they expressed general approval of the theme. 


The state of flux in British medicine at the present day 
is inevitably reflected in the unsatisfactory state of British 
medical education. The curriculum has been under dis- 
cussion since organized medical teaching began, and during 
the past 30 years this debate has become increasingly 
heated. In the meantime, however, the training of the 
medical student continues to follow much the same lines 
as it has done since the beginning of the century. As 
each new report appears, some minor adjustments, amount- 
ing to no more than running repairs, are made. The 
system is patched up here and there, but remains essen- 
tially unaltered. Looking back, with the memory of the 
six-year course still fresh in one’s mind, the feeling that 
medical education in this country is adrift becomes inescap- 
able. Much of the time was wasted, much energy was 
misapplied, and the ultimate goal of qualification seems 
to have been achieved more by good luck than by effective 
training. 

What are We Training For? 

The test of any system of training or education is 
empirical—Do the means serve the ends ? Does the system 
turn out good doctors ? 

Much heat has been generated in a fruitless argument 
about the kind of doctor which our training should pro- 
duce. . This is not the place in which to discuss the merits 
or demerits of general practice as it obtains in this country. 
It is enough that the general practitioners support the 
whole edifice of British medicine, that they far outnumber 
doctors in any other field, and that the medicine which 
they practise is the basis of all other medicine. Of the 
2,000 doctors who qualify each year in the United King- 
dom, about one-half become general practitioners. It is 
imperative that the remainder, whether destined to become 
consultants, public health workers, or any other breed of 
doctor, should first master the basic knowledge which is 
the stock-in-trade of the G.P. The further training required 
by specialists of all kinds (be they research workers or 
surgeons) should be additional to the basic knowledge 
required for general practice. For this cogent reason, and 
in accordance with a principle that underlies all forms of 
education, first things must come first, and the first things 
are the simple things. 


Do First Things Come First ? 


If the above argument is accepted the newly qualified 
doctor should know more about sore throats than large 
spleens. He should be capable of treating the common 
cold, but he may be forgiven some uncertainty about the 
therapy of myasthenia gravis. In fact, however, the newly 
qualified man or woman can discuss at length the aetiology 
and treatment of acute osteomyelitis, but finds himself 
unable to advise his friends, relatives, or patients when 
they consult him about their corns. He is often incapable 
of composing a simple prescription, and may even be 
unfamiliar with the use of the National Formulary. To 
say that he will learn these things in general practice is 
to beg the question. The object of any training is to 
impart the knowledge required for the job, not to turn 
out glorified graduate apprentices. Furthermore, if it is 
agreed that the principal task ahead is to raise the stan- 
dards of general practice, then it is essential that the 
appropriate knowledge should be acquired during training 
rather than picked up in the field. It is the latter practice 
which perpetuates the use of outmoded methods. One of 
the reasons for the demoralization of the general practi- 
tioner is the fact that he is doing a job for which he 
was not trained. 


Where Does the Fault Lie? 


The General Medical Council exercises its control over 
medical education in this country through the examining 
authorities. It lays down the courses which the student 
must have attended before presenting himself for the 
qualifying examination, and it approves the standard of 
the examinations that are set. It might be thought, there- 
fore, that the weaknesses of our medical education could 
be attributed to the examination system. It is true that 
certain features, such as the unnecessarily long time devoted 
to surgical dressing, are based upon the stipulations of the 
G.M.C. So far as the actual examinations are concerned, 
however, it must be admitted that the questions set in the 
papers and asked in the “ vivas” are usually simple and 
straightforward. The training of a medical student makes 
it unlikely that he will know much about the treatment 
of constipation, yet it is surprising how often the examiners 
set this very question. In fact, more students fail from 
ignorance of simple things than from inadequate know- 
ledge of obscure conditions. It does not seem probable, 
therefore, that the examining bodies are responsible for 
the orientation of the student’s learning, though it might 
be argued that the ever-present danger of a compulsory 
question on a rare disease necessitates the acquisition of 
much relatively useless knowledge. 

On the whole, however, the atmosphere of his teaching 
hospital is the factor which ultimately determines 4 
student’s outlook. It is a mistake, often recognized but 
never corrected, for students to be taught solely by 
specialists ; it is a calamity when these teachers fail to 
appreciate that most of their pupils are preparing for 
general practice. 


“ Appointments ” 


Turning from the general to the particular, it is not 
hard to discover specific weaknesses in the detailed working 
of the medical curriculum. Clinical teaching in the English 
and Welsh schools is based upon a series of student 
“appointments” to the various departments of the hos- 
pital. Our teachers like to think that this enables their 
students to acquire at first hand the practical and theoretical 
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knowledge which a doctor needs. Whatever these appoint- 
ments may have involved in the way of responsibility and 
activity in days gone by, they are now nothing less than 
a gigantic fraud. The chief may speak affectionately of 
““my clerks,” suggesting that they are an integral part of 
his firm, as essential to its working as every other member, 
but the clerks know differently. They may correspond to 
the apprentices of an earlier age, but their duties and 
responsibilities have been so drastically reduced that they 
are left with the status of technicians, a constant nuisance 
to the nursing staff, performing for six months on end the 
simp!est of tasks which they could master in a fraction of 
the time if they were properly taught. 

There are, of course, a large number of practical pro- 
cedures which a doctor must be capable of carrying out, 
and carrying out well. Only a small proportion of these 
are learned by clerks or dressers, however, and the time 
comes when any further advance in the art of, say, vene- 
puncture is more than offset by the loss of time which 
it entails, time which could be better spent on ward rounds 
or in the library. It is preposterous that, as often happens, 
a clerk should miss a teaching visit in order to take a 
clean specimen of urine or do a pre-operative shave. It 
is equally preposterous that his appointed duties should 
not include the much more intricate lumbar puncture. 
If practical procedures are to be learned during the clinical 
course the number and nature of such procedures should 
be as clearly defined as they are for nurses. They should 
be properly taught and, once mastered, they should not 
be indefinitely repeated. Students still pay fees to be 
taught medicine: they should not be used as a form of 
cheap labour. If, on the other hand, it is decided that 
the practical aspects of medicine should be mastered during 
the pre-registration house appointment, then the students 
should be true students and should be allowed to make the 
best possible use of their time in the wards. 

The student’s principal task in the ward is to learn to 
examine a patient systematically from head to foot and 
to elicit physical signs. This art is well taught in the 
introductory course at most schools, but thereafter the 
student is largely left to his own devices, and it is rare 
indeed for a teacher to observe him examining a patient 
and developing the habits, good or bad, which will remain 
with him for life. In fact, too much ward time is spent 
in taking blood or washing out bladders, and too little in 
examining patients in the presence of an experienced 
teacher. 

The above remarks apply particularly to the medical 
clerkship, but are equally true of the surgical dressership 
and, in a general way, of the other appointments. It 
seems so admirable that students should be responsible for 
surgical dressings, and it is true that during the first month 
or so some very useful knowledge is acquired. From then 
on, the rate of learning becomes very much slower, .and 
at the end of six months the dresser is amazed to find 
that he still knows little of the elements of bandaging ; 
less, in fact, than a boy scout or first-aid worker. Con- 
sidering the relative positions of medicine and surgery in 
general practice to-day, it is remarkable that the surgical 
dressership should still occupy as many months as the. 
medical clerkship, and equally strange that many surgeons 
should insist on “their” dressers being present at opera- 
tions. Major surgery is essentially a postgraduate subject, 
and if six months are to be spent on surgical firms very 
much more of this time should be spent on minor surgery. 

This brings us to a consideration of the part which the 
casualty department plays in a teaching hospital. Many 


students believe that their casualty appointment was not 
only the most interesting but also the most useful period 
of their training because it taught them simple surgery 
of immediate practical value and gave them for the first 
time some genuine responsibility. Even in this depart- 
ment, however, the lack of purposeful teaching may be 
as much in evidence as it is in the rest of a teaching 
hospital. Dressers may be expected to perform casualty 
duties within a few weeks of beginning surgical studies, 
and they may be entrusted with minor operations and 
stitching without ever having been taught how to do them 
correctly. However trivial the task may be, there is always 
a right way and a wrong way of doing it. 


Systematic Teaching 


In addition to the pseudo-apprenticeships discussed 
above, there is a varying amount of systematic teaching 
in every medical school. Pride of place is taken by the 
ward visit, but there are also lectures and tutorials. 

The ward visit at its best is superb—at its worst it is 
unbearable. The British habit of gathering students round 
a bed and teaching on the case is the best feature of our 
system. Apart, however, from the frequent disregard for 
the patient’s feelings, which is all too common in ward 
teaching, it may fail in its purpose for various reasons. 
One is that too long may be spent on a single case: half 
an hour standing still at one bed is about as much as 
most students can manage. Again, teachers may wander 
too far from the case they are discussing and allow the 
discourse to degenerate into a straightforward lecture. 
Finally, there may be such a lack of co-ordination between 
the teachers in the hospital that several similar cases are 
made the subject of visits in one week, to the exclusion 
of other conditions which have not been discussed for 
many months. 

A full-dress systematic lecture is of little value. Routine 
bread-and-butter information which can be found in the 
standard textbooks provides poor material for a 60-minute 
discourse. Lectures should present aspects of medicine 
which are not discussed in the textbooks, and, whenever 
possible, they should be based on the personal experience 
of the lecturer. They should transcend the narrow limits 
of the set subjects and touch upon the wider implications 
of doctoring as seen in its historical and social setting. 
They should, in fact, serve as a stimulant rather than as 
a narcotic. 

Finally, there is the tutorial or rag class—an intimate 
question-and-answer class for the benefit of a small circle 
of students which may be based upon bottles or specimens. 
Of the value of this class for teaching or revision purposes 
there is not the slightest doubt. 


Teachers and Tutors 


It is often alleged that medical teachers should be trained 
not only in medicine but in teaching. This point has 
been unduly laboured. Among the galaxy of talent avail- 
able at every teaching hospital (thanks to our numerous 
part-time consultants) it is not hard to find several 
capable teachers, and it is almost surprising how many of 
our physicians and surgeons are outstanding in this respect. 
Their time is limited, however, and the burden of junior 
teaching is not adequately borne by those of registrar 
status. It should not be necessary to appoint full-time 
clinical teachers so long as the present surfeit of registrars 
continues, and it should be a part of the registrar’s very 
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limited duties to teach junior students in the wards. This 
arrangement already exists on paper; it is time it was 
fully implemented. 

Tutoring of a kind exists at a number of medical schools, 
but is applied throughout the course at very few. At 
many centres students do not have ready access to the 
dean, and they have no tutor to whom they can turn 
for advice on reading, for guidance on methods of work, 
or for help in choosing a career. This is unforgivable. 


Art or Science ? 


The above remarks are aimed at some of the weaknesses 
in our present system of imparting factual, technical medi- 
cal knowledge. It is, however, a striking feature of British 
medical education to-day that the non-technical aspects 
are scarcely mentioned. Medicine is a great liberal pro- 
fession, not a trade, and one would have thought that 
some effort would be made to bring this home to medical 
students. In fact, very little is done to teach the doctors 
of to-morrow how to handle patients, how to tell them 
about their own disease, how to deal with their relatives, 
and how to tackle the host of more or less related 
problems which will begin to face them on their first day 
in practice. It may be contended that such lessons can 
be learnt only by experience, or that our teachers’ example 
serves as the best guide to our future behaviour. Unfor- 
tunately, this example is not always worthy of emulation, 
though with the passage of time one becomes inured to 
those constant acts of thoughtlessness towards the patient 
which struck one with horror in the early stages. A 
patient expects sympathy and understanding from his 
doctor, not only technical skill. The selection of medical 
students for character rather than brains would. be a step 
in the right direction, but it is equally important that 
emphasis should be placed throughout the course on those 
aspects of medicine which make it an art as well as a 
science. 








Medical Memorandum 








Spontaneous Amputation of Cervix 


The following case is worth recording in view of the 
interesting cases reported by Arnott (1949) and Uhma 
(1949). 


CasE REPORT 


The patient, a woman aged 33, had had two previous preg- 
nancies, one in 1945 resulting in the birth of a normal infant 
weighing 94 lb. (4.3 kg.) at term, and the other in 1946 ending 
in miscarriage at five months. Her present pregnancy had 
been uneventful and the expected date of delivery was January 
21, 1949. She was admitted in labour as an emergency case 
at 2.30 p.m. on February 6, 1949, as the district midwife found 
her unmanageable. Labour had apparently started at 2.5 
a.m. that day, and from the beginning she had insisted on 
using strong expulsive efforts. Unfortunately there is no record 
of the exact time of rupture of the membranes. 

On admission her general condition was good. The foetus 
was in the left occipito-transverse position, with the head 
engaged in the pelvic brim. Vaginal examination revealed a 
cervix which admitted three fingers, which was markedly 
oedematous, and which had two old lateral lacerations, one 
on each side. The membranes had ruptured. She was given 
200 mg. of pethidine and the midwives were instructed to 
prevent her “bearing down.” 


At 6 p.m. I was summoned by the Sister, who reported 
that a fleshy mass had presented at the vulva. This was found 
to be the posterior part of the cervix, which had become 
almost totally avulsed, being attached only by a narrow pedicle 
of tissue. There was some bleeding. Preparations were made 
to deliver the infant by forceps, but, before these were complete, 
delivery of a female infant weighing 10 Ib. (4.5 kg.) occurred 
spontaneously, the placenta following in ten minutes. 

As there was still some bleeding, the woman was anaesthetized 
and the cervix explored. It was confirmed that the whole 
of the posterior part, limited by the two lacerations, had been 
amputated. A few bleeding points were secured and ligated and 
thereafter bleeding stopped. The puerperium was uneventful. 

On June 22 all that remained of her cervix was a small finger- 
like process anteriorly which was the seat of an erosion. There 
did not seem to be any pronounced fibrosis such as one finds 
after operative amputation, and what remained of the cervical 
canal admitted the tip of a finger. The erosion was cauterized. 


COMMENT 


In many cases of spontaneous amputation of the cervix 
one of the main underlying factors seems to be some 
organic condition preventing dilatation of the cervix, and 
the majority of cases have occurred in primigravidae (De 
Lee and Greenhill, 1943b). Other factors are contracted 
pelvis, prolonged labour, and premature rupture of mem- 
branes (De Lee and Greenhill, 1943a, 1943b), though the 
latter two are probably results of the other causal factors 
rather than contributory causes. In most cases of amputa- 
tion after operative treatment the de Ribes bag has been 
used (Uhma, 1949 ; De Lee and Greenhill, 1943b). 


In my case the factors concerned were undoubtedly the 
size of the child and the strong expulsive efforts used by 
the woman from the beginning of labour. Her pelvis 
was of average size, and with an infant of 10 Ib. there 
must have been considerable nipping of the soft tissues. 
This would tend to cause oedema of the cervix as in con- 
tracted pelvis, which in turn would prevent full dilatation, 
and the strong expulsive efforts of the uterus aided by the 
abdominal muscles would force the head downwards, carry- 
ing the cervix in front of it (De Lee and Greenhill, 1943b), 
the line of separation occurring where the head was com- 
pressing the cervix against the sacral promontory. 


The tine of separation was bounded at each side by the 
two old cervical lacerations. It would be interesting to 
know to what extent separation would have occurred had 
the cervix previously been intact. 


Opinion seems to vary on the question of future preg- 
nancies and labours. De Lee and Greenhill (1943b) consider 
that the resulting scar nearly always closes the uterus but 
agree that spontaneous deliveries do occur after the injury. 
In Arnott’s case subsequent delivery was easy. In many 
cases following surgical amputation of the cervix there is 


difficulty in labour (Calvert, 1949 ; Kosmak, 1949). In my. 


case there did not seem to be any pronounced fibrosis and 
the cervical canal did admit the tip of a finger. It will 
be interesting to observe events should the patient become 
pregnant again. 

IAN F. MacMats, M.B., Ch.B., B.Sc., D.R.C.0.G., 


Obstetrician, Bradford-on-Avon Maternity Hospital. 
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FRESH APPROACH TO PATHOLOGY 


An Introduction to Pathology. ' i i 

D.M., F.R.C.P. (Pp. 569; ek eT sp Ors 

Longmans, Green and Co. 1950. 
The teaching of pathology over the last twenty years or 
so has evolved along dangerous lines. More and more 
emphasis has been laid on the practical application of 
laboratory investigations to the purely clinical problems 
of diagnosis and the control of treatment, while less and 
less care has been taken to ensure that the student shall 
acquire an adequate understanding of the basic mechan- 
isms which underlie disease processes. As the author of 
this book points out, “ any further curtailment in the study 
of what is conveniently known as general pathology .. . 
would, by starving the student of a training in principles, 
have undesirable repercussions in clinical subjects also.” 
Professor Payling Wright has planned his book to meet 
this danger. It is “an introductory exposition of the 
principles of pathology in terms of the more fundamental 
sciences of biology and physiology.” 

The treatment of the subject is above all things dynamic, 
and the functional approach to pathology forms one of 
the main themes running through the book. The author 
tells the story of disease against the background of time 
and pathogenesis, and emphasizes the march of events in 
the evolution of disease. The old static facts of morbid 
anatomy and histology are skilfully blended with the rele- 
vant modern discoveries in biology, physiology, experi- 
mental pathology, and immunology. The student is 
persuaded that to understand disease he must train himself 
to think in terms of morbid physiology, but he is warned 
that to define his problems he must acquire knowledge of 
altered structure by personal observation of the “ stilled ” 
life of the post-mortem room, the museum jar, and the 
microscope slide. 

The book is written in lucid and distinguished English, 
and will be read with ease and enjoyment. The introduc- 
tion is impressive. It consists for the most part of a 
skilfully condensed account of the history of pathology 
in terms of the evolution of science and has the same 
dynamic quality as the rest of the book. Other arresting 
chapters are those on the body’s defences against infection, 
the inheritance of abnormalities, haemorrhage, thrombosis, 
and the aetiology of tumours. The references have been 
selected with care and cover an exceptionally wide field, 
and the illustrations, more than half of which are photo- 
micrographs, are of excellent quality. 

Those who teach general pathology and are convinced 


_of its importance in undergraduate and postgraduate 


education have been waiting for such a book as this for 
a long time. They will be gratified to discover that it has 
at last been written by an English author with so wide 
a knowledge of the scientific aspects of pathology and so 
outstanding a talent for accurate generalization. 

GEOFFREY HADFIELD. 


INTRODUCTION TO PATIENTS 


Clinical Examination of Patients. By John Forbes, M.D., 
M.R.C.P., and W. N. Mann, M.D., F.R.C.P. (Pp. 323; 
60 illustrations. 18s.) London: Edward Arnold and Co. 


1950. 
This book is intended to be a guide to the student during 
his introduction to clinical medicine, and the authors hope 
that it will help to clarify and to systematize bédside 


instruction. They emphasize the importance of history 
taking, devoting a chapter to this essential feature of the 
clinical examination. There follow chapters on the general 
examination of the patient and on the investigation of the 
special systems and of abnormal psychological states. All 
these sections are excellent. The laboratory tests and 
x-ray and electro-cardiographic findings are of necessity 
considered somewhat briefly. The chest radiographs, such 
as Fig. 17, are blurred and poorly produced. In the intro- 
ductory chapters the authors give advice on good manners 
during the clinical examination, and tell the student that 
he must refrain from sitting on the patient’s bed without 
asking his permission. I have never witnessed this 
formality ; perhaps it is an old Guy’s custom. 

The authors have achieved what it is possible to achieve 
in an elementary book of this size, and the student who 
reads it during his introductory course to clinical medicine 
should derive much profit. He will, however, soon outgrow 
it and require stronger meat. 

G. E. BEAUMONT. 


DIAGNOSIS 


Major Symptoms in Clinical Medicine. By John Almeyda, 
M.R.C.P., D.P.H.(Lond.), M.R.C.S. Volume I. With fore- 
word by Sir Adolphe Abrahams, O.B.E., M.D.(Camb.), 
F.R.C.P. (Pp. 378; 185 illustrations, including 10 in 
— and 13 charts. £1 5s.) London: Henry Kimpton. 
1 i 


Practical Procedures in Clinical Medicine. By R. I. S. 
Bayliss, M.D.(Camb.), M.R.C.P. (Pp. 445 ; 62 illustrations. 
£1 Ss.) London: J. and A. Churchill. 1950. 


In his foreword to Dr. Almeyda’s Major Symptoms in 
Clinical Medicine, which should be read by anyone want- 
ing a favourable review, Sir Adolphe Abrahams speaks of 
the necessity in the practice of medicine of recognizing 
physical signs and eliciting symptoms by clinical and extra- 
clinical methods. In his own preface Dr. Almeyda expresses 
his intention of discussing the anatomical and physiological 
aspects of symptoms, their mechanism, significance, and 
mode of investigation. 

I do not think he has been successful in these intentions, 
for the student will learn little about the scientific elicita- 
tion or understanding of symptoms from this book. It is 
true that a number of phenomena such as obesity, pruritus, 
haemoptysis, and constipation are discussed, but the 
author’s powers of description are weak and he lacks the 
basic knowledge for the analysis of symptoms. I do not 
think Mackenzie or Lewis would have approved of the 
sections on dyspnoea and thoracic pain, and that on 
purpura will merely confuse those who are not knowledge- 
able enough to be exasperated. The lists in which symp- 
toms are classified are rarely helpful and sometimes 
inaccurate. Pigmentation is arranged in an arbitrary colour 
scheme, in which pernicious anaemia is classified as brown, 
brown-black, or reddish-brown, without reference to the 
lemon and biscuit tints with which the patient’s colour is 
commonly compared. Mepacrine is not included in the 
list of exogenous pigments which discolour the patient by 
the actual deposition of the chemical in the tissues of the 
body, but sulphonamide is. Surely sulphanilamide cyanosis 
is due to methaemoglobin ?_ This is not a complete manual 
of physical diagnosis like “‘ Hutchison and Hunter,” and 
there are no references or bibliography. The book is 
reasonably priced and well printed, but the originals of the 
clinical photographs and sketches must often have been 

or. 

PBayliss’s Practical Procedures in Clinical Medicine is a 
much better book and can be whole-heartedly recommended. 
‘ 
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A little time ago I compared the length of stay in the 
same hospital thirty years ago with that to-day, and 
was surprised to find that it had not greatly diminished. It 
is the pace which has changed, and the time formerly spent 
in quiet observation is now devoted to special investigations 
and treatment. The range of knowledge which a house- 
physician must have for these purposes is extensive and 
requires the medical equivalent of the manual of surgical 
handicraft. It is this which Dr. Bayliss has provided, and 
his book can be regarded as a supplement to the still essen- 
tial manual of physical diagnosis. 

In twelve chapters he discusses the methods of laboratory 
investigation of the various systems and the different special 
procedures. From artificial pneumothorax to A.C.T.H., 
these last thirty years have kept the house-physician busy, 
and this book will save him a good deal of time in dis- 
covering how to do it all. A book of this kind is out of 
date before the manuscript leaves the hands of the author. 
There is no mention of such fashionable topics as potassium 
infusions or the eosinophil count, or of the growing volume 
of criticism of the cricothyroid route for bronchography. 
New editions will clearly be needed, and in these one would 
like to see rather more references to the original papers 
from which methods are taken. 

L. J. Witts. 


SIGNIFICANT DOODLES 


On Not Being Able to Paint. By Joanna Field. (Pp. 173; 
48 figures. 10s. 6d.) London: William Heinemann. 1950. 


The sale of the Graham Robertson collection of Blake's 
drawings last year inevitably raised speculation on how 
they were received when Blake created them in comparison 
with how they are assessed now. Surely we can perceive 
something of their significance better now than could 
Blake’s contemporaries. 


With charcoal, ink, and paint Miss Field has set down 
over the years the apparently aimless movements of her 
undirected hands. We might call them her doodles. And 
she has latterly found a significance in them and recalled 
the delight in their execution far different from the arid 
response that followed her earlier more normal repre- 
sentational efforts. The reality of these emotions is partly 
responsible for her efforts to find a significance in these 
doodles, which she interprets as the expression of her 
thwarted inner life. Critics may find plenty to carp at in 
such interpretations. Yet the reviewer notes that psycho- 
analytic theories are expressed in a much less disturbing 
way than they often are. Some of Miss Field’s conclu- 
sions are set out in ways that convince by their simplicity. 
She claims that her drawings enabled her to solve the 
problem of falling short of her ideals and yet being calm 
and not ashamed. And she hints that the task of education 
is to allow, whether by free-drawing or otherwise, the 
expression of those sides of our imagination which tend 
more and more to be denied expression in a sophisticated 
age. 

This book, therefore, should be welcome to many besides 
amateur artists. It might be said to be an introduction 
to surrealism, to aesthetics, and for all who genuinely wish 
to appreciate children’s paintings, psychotic drawings, or 
modern art. Miss Field’s work approaches philosophy, 
and in so far as she quotes Traherne (extensively), Donne, 
Blake, and Francis Thompson she raises many fascinating 
and unsolved questions. It is not a primer for holiday 
sketching. 

Henry WILSON. 


BOOKS RECEIVED 


Review is not precluded by notice here of books recently received 


A_ History of the Teaching of Anatomy in Oxford. By H. M. 
Sinclair and A. H. T. Robb-Smith. (Pp. 103. 3s. 6d.) Oxford: 
University Press. 1950. 


Transactions of the Ophthalmological Society of the United 
Kingdom. . Session 1949. Vol. 69. (Pp. 708 40s.) London: 
Churchill. 1950. 


Essays in the History of Medicine. By G. Gask. (Pp. 209. 
30s.) London: Butterworth. 1950 


Analgesia for Normal Childbirth, By E. H. Seward, M.A., 
B.M., B.Ch., D.A., D.Obst.R.C.0.G. (Pp. 19. 2s.) Oxford: 
Blackwell Scientific Publications ‘1950. 


The Child’s Microbial Heritage. By L. M. J. Kramer, M.A., 
Ph.D., F.L.S., F.Z.S. (Pp. 17. 1s.) London: British Social 
Hygiene Council. 1950. 


The Task of Rationalism. 
6d.) London: Watts. 1950. 


The Microtomist’s Vade-Mecum (Bolles Lee). Edited by J. B. 
Gatenby, M.A., Ph.D., D.Phil., D.Sc., and H. W. Beams, M.A.. 
Ph.D. 11th ed. (Pp. 753. 45s.) London: Churchill. 1950. 


By A. Gowans Whyte. (Pp. 22. 


Progress in Biophysics and Biophysical Chemistry, 1. Edited 
by J. A. V. Butler and J. T. Randall, F.R.S. (Pp. 279. 50s. Postage 
ls. extra.) London: Butterworth-Springer. 1950. 


Human Embryology for Medical Students. By S. R. Nair. 
(Pp. 398. 42s.) Bombay: The Popular Book Depot. 1950 


Adrenal Cortex. Edited by E. P. Ralli and others. (Pp. 189. 
$2.) New York: Josiah Macy, jun., Foundation. 1950. 


Public Health and Demography in the Far East: Report of 
a Survey Trip September 13—December 13, 1948. By M. C. 
Balfour and others. New York: Rockefeller Foundation. 1950. 


Human Sterilization: Techniques of Permanent Conception 
Control. By R. L. Dickinson, M.D., and C. J. Gamble, M.D. 
(Pp. 40. No price.) Princeton, N.J.. and New York: Birthright, 
Inc., Sterilization for Human Betterment. 1950. 


La Dissociation Auriculo-ventriculaire dans U'Infarcius du 
Myocarde. By R. Vialard. (Pp. 200. No price.) Paris: Librairie 
Arnette. 1950. 


L’Arachnoidite Optique Canaliculaire et Orbitaire. By R. 
Cazaban. (Pp. 102. No price.) Paris: L’Expansion Scientifique 
Frangaise. 1950. 


La Luxation Congénitale de la Hanche. By P. Le Damany. 
(Pp. 123. 600 francs.) Paris: Librairie Maloine. 1950. 


Atti del XVI Congresso Nazionale di Radiologia Medica. Vol. 1. 
Part 1: La Radiodiagnostica dei Tumori Cerebrali. By F. 
Mascherpa. (Pp. 125. No price.) Messina: Tipografica Ditta 
D’Amico. 1950. Part 2: La Radioterapia dei Tumori Maligni del 
Sistema Reticoloendoteliale. By G. F. Gardini. (Pp. 78. No price.) 
Messina: Tipografia Ditta D’Amico. 1950. Part 3: Radioterapia 
E Radiobiologia dei Tumori delle Ossa. By A. Grilli. (Pp. 201° 
No price.) Rome: Abruzzini. 1950. 


Klinische Hamatologie. By H. Fleischhacker. 2nd ed. (Pp. 627 
50 Swiss francs.) Vienna: Wilhelm Maudrich. 1950. 


Stufen der Malignitat. By R. R@ss!le. (Pp. 35. M. 2.25.) 
Berlin: Akademie. 1950. 


Klinische Psychopathologie. By K. Schneider. (Pp. 179 
M. 11.40.) Stuttgart: Georg Thieme. 1950. 


Gastritis Ulkus und Karzinom. By J. Biicker. (Pp. 89. 
M. 11.50.) Stuttgart: Georg Thieme. 1950. 


Kinesiterapia Tecnica. Vol. 3 of Tratado Argentino de Kinesio- 
logia.’ Part 1. (Pp. 144. No price.) Buenos Aires. 1950. 
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TEACHING THE TEACHER 


Six years ago the Goodenough Report observed that 
“too little attention has been paid to the training of 
teachers of medical students,” and suggested that the 
intending teacher might benefit if he received some 
instruction in this difficult art. In last year’s Educa- 
tional Number Professor R. W. Niblett contributed a 
short paper on the training of the teacher, and in a 
leading article in the same issue of the Journal com- 
ment was made that “it is unusual, to say the least. to 
find so plainly stated the need to improve the teachers 
as well as the taught and the teaching.” This stimu- 
lated Dr. R. .D. Lawrence to suggest in a subsequent 
issue that there was need for a school for medical 
teachers, a suggestion made in this Journal' by Dr. 
Ffrangcon Roberts in 1944. During the past year many 
teachers of clinical medicine have been discussing their 
training as teachers, and the subject was debated at a 
meeting in Bristol attended largely by members of the 
Royal College of Physicians. Dr. Lawrence’s contribu- 
tion to this debate is included among a number of articles 
published this week.on the methods and techniques of 
teaching. 

As Sir Henry Cohen points out, recent reports 
and articles on medical education have been concerned 
almost entirely with the content of the medical cur- 
riculum, and too little attention has been paid to 
methods and technique and to the selection of teachers. 
The purpose of teaching, Cohen notes, is not only to 
transmit knowledge but to stimulate the student to 
think. Dr. Johnson’s account of how he was taught as 
a medical student 25 years ago, and the article by an 
anonymous medical student—from a different hospital 
—suggest that at least in some of our medical schools 
the system of teaching does neither of these things very 
well, or at least not well enough for training the student 
in the general practice of medicine. 

While many would disagree with Dr. Roberts’s 
projected school for medical teachers if it were a per- 
manent institution, few would deny that the young man 
or woman appointed to the teaching staff of a hospital 
would benefit from some pedagogical instruction. As 
Professor Niblett observed last year, the doctor in train- 

1 British Medical Journal, 1944, 1, 728. 





ing and the teacher in training have much to give one 
another. We should therefore go to those who make a 
special study of education and see what help and advice 
they can provide us. In our opening pages Dr. J. A. 
Lauwerys, professor of comparative education in the 
University of London, and Mr. G. P. Meredith, professor 
of psychology in the University of Leeds, have set down 
for the benefit of those who teach medicine some of 
their observations on the technique and art of teaching. 
As Professor Lauwerys suggests, the problems of teach- 
ing and what is taught cannot be separated from a con- 
sideration of the times in which we live and the shifting 
scenes of social and scientific thought. “ All teachers,” 
he says, “face problems which arise through the adop- 
tion by statesmen and Parliament of policies the roots 
of which lie elsewhere than in the sciences.” One result 
of these policies is that more boys and girls are seeking 
higher education. They come, Professor Lauwerys 
points out, often enough from homes which may have 
a poor educational background. They have not acquired 
the habit of reading “or of individual self-directed 
study.” Their anxiety is more to acquire know- 
ledge to pass examinations than to become educated 
in the widest sense of the word. But Professor Lauwerys 
adds the comforting observation that they are not less 
intelligent than students of previous generations. An 
awareness of the conditions of life and the social back- 
ground of the modern student is essential if the teacher 
is to choose wisely methods and techniques which will 
not only instruct the student but bring out of him the 
best he has to give. In medicine, especially, the length 
and burdensome nature of the curriculum, and the 
economic anxiety to pass a series of examinations at 
the first attempt, put a premium on cramming and 
encourage passive reception of facts and figures and 
so-called theories. This, too, encourages the lazy or 
indifferent teacher to use the method which Professor 
Lauwerys describes as one “involving mainly chalk 
and talk,” instead of what he calls “ activity methods.” 
The essence of these is that students are encouraged 
to solve certain problems themselves, a method 
intended to encourage purposive mental activity. 
Professor Lauwerys suggests that students could learn 
by attempting to find answers to questions by 
experiment. 

An account of an attempt to use this method is 
given by Dr. Andrew Wilson and his colleagues of Uni- 
versity College, London, in which they describe how, as 
part of the pharmacology course, students, under the 
supervision of instructors, tried the effects of various 
drugs on each other. “ We consider,” they state, “ that 
the outstanding advantage of this part of the practical 
class is that the student experiences at first hand the 
effects of certain drugs and learns to assess some of the 
qualitative and quantitative changes produced.” This 
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experiment of Dr. Wilson and his colleagues would seem 
to be an admirable example of an “ activity method ” in 
the teaching of pharmacology, and at a time when this 
is a subject of such rapidly growing importance it may 
be hoped that other schools will try the same method. 
If it were widely adopted its influence on the future 
practice of medicine would be considerable. 

The modern teacher now has many technical aids at 
his disposal, some of which are discussed elsewhere in 
this issue. Professor Lauwerys makes the interesting 
observation that these new ways of imparting informa- 
tion come from the oldest of all methods—the drawing, 
the painting, the hieroglyph. When books were scarce 
and television and the filmstrip undreamt-of, the lecture 
had perforce pride of place in the teaching process. 
Any student not possessed of a photographic memory 
or the ability to write at the speed of shorthand was 
able to transmit only some of the information to his 
notebook. Too often he was torn between the desire 
to listen and the obligation to scribble down facts and 
figures. Surely the time has come when ail students 
should be given in advance of the lecture cyclostyled 
notes containing the main facts, and should listen to 
the lecture with the aim of enlarging their comprehen- 
sion of them. 

On the art of “ putting it across” Professor Meredith 
has many wise and witty things to say. His vivid 
description of a few outstanding lecturers who have 
influenced him would seem to demonstrate that there 
are no short cuts to effective lecturing. From his own 
experience he concludes that the one quality that is 
desirable in a lecturer is vitality, which he defines as 
“a force which is called up by the joint challenge of a 
topic and an audience, a challenge which stimulates the 
organizing capacity of the man’s mind to draw upon 
whatever material and mental resources he has.” It is 
obvious that some knowledge of the technique of lec- 
turing would help the inexperienced to avoid the mis- 
takes referred to by various writers in this symposium ; 
and it is equally obvious that no educational device or 
trick of lecturing will turn a bad lecturer into an 
inspiring one. 

From his experience as a professor of education 
Dr. Lauwerys is opposed to any systematic instruc- 
tion of the university teacher in the art of instruction. 
He suggests that every beginner should be given the 
chance of having an experienced teacher attend his lec- 
tures during the first year. It would, too, he believes, 
be an advantage if departmental heads were to have 
regular conferences with their staff at which they could 
discuss educational and pedagogical problems. His last 
proposal for helping the young teacher is the holding of 
week-end meetings of the staff in one of the many con- 
ference homes now available. It is much to be hoped 
that some of those responsible for medical teaching will 


take the initiative in trying out some of the suggestions 
made by Professor Lauwerys. It seems evident that, 
though there may be exceptions in this school or that, 
the present methods of teaching medical students are 
unsatisfactory. If the methods were reformed it might 
be easier for some teachers to become more accomplished 
in their performance. 








DOCTORS AND POPULATION 


The average population served by a medical practitioner 
varies greatly between one country and another, and has 
to some extent varied in Britain during the last 50 years. 
The Medical Directory includes a table which shows the 
numbers of doctors whose addresses are recorded as 
being in England and Wales and in Scotland when the 
volume is made up each year. Other particulars are 
given also, but it is these that are analysed below. The 
figures for Northern Ireland and Eire are tabulated to- 
gether, but since conditions differ in the two countries it 
was thought desirable not to use them in the compari- 
sons made here. 

The numbers of doctors tabulated in the Medical 
Directory are not an exact account either of the number 
of doctors practising or of the number of doctors living 
in England and Wales and in Scotland. For various 
reasons a few doctors do not have their names recorded 
in the Directory. On the other hand, some of those re- 
corded are retired and therefore ought not to be counted 
as serving a population. The difference between these 
figures is unknown. 

The figures for populations in Tables I and II are 
derived from the Registrar-Generals’ publications and 
are for civilian populations. They are given in thou- 
sands to the nearest thousand. Although the figures for 
population per doctor in Table I and for population per 
general practitioner in Table II are not exact, they are 
probably correct to within a hundred. 


TaBLe I.—Medical Practitioners and Population in England and 
Wales and in Scotland 


























England and Wales Scotland Population per Doctor 
Year Population Population} England 

Doctors in Doctors in and Scotland 

Thousands Thousands} Wales 

1901 23,501 32,413 3,569 4,464 1,379 1,251 
1910 25,398 35,792 947 4,739 1,409 1,208 
1920 26,619 37,596 4,544 4,864 1,412 1,07¢ 
1930 31,936 39,801 5,905 4,828 1,246 817 
1939 37,429 41,460 6,091 5,007 1,108 822 
1949 45,547 43,785 8,607 5,175 961 601 








It is clear from Table I that during the last 50 years 
there has been a higher proportion of doctors to the 
population in Scotland than there has been in England 
and Wales. The difference cannot be accounted for by 
the fact that a higher proportion of people qualify as 
doctors in Scotland, and that some of these subsequently 
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migrate to England and Wales, for the Scottish doctors 
enumerated have given their addresses as being in Scot- 
land, and it seems to be a reasonable assumption that 
if any of them later travel south they will be replaced in 
Scotland by a roughly similar number. That every 
six-hundredth person in Scotland should, in 1949, have 
been a medical practitioner seems to be a remarkable 
achievement. 

In both countries the last 50 years have seen a great 
reduction in the ayerage number of people per doctor, 
but the reduction by one-half in Scotland is striking. 
This reduction has occurred in spite of the increasing 
population of both countries and is the result of a more 
rapid increase in the number of doctors. 

In order to gain some idea of the average number of 
people served by a general practitioner in England and 
Wales and in Scotland some figures obtained by the 
B.M.A. for the years 1947-8 were used. It was found 
by counting in 1947-8 that there were 17,769 active 
general practitioners in England and Wales, and 2,636 
in Scotland. These figures were divided, for the respec- 
tive countries, by the mean of the number of medical 
practitioners recorded by the Medical Directory for the 
two years 1947 and 1948. In this way the number 
of general practitioners in England and Wales was 
found to constitute 0.4 of the number of doctors shown 
in the Directory as living in England and Wales, and the 
number of general practitioners in Scotland 0.31 of the 
whole body of Scottish doctors shown. 

On the somewhat hazardous assumption that these 
fractions have not changed much in the last 50 years, 
they were applied to the figures in the last two columns 
of Table I to show (in Table II) the average population 
served by one general practitioner in England and Wales 
and in Scotland during the last 50 years. 


TaBLe II.—Average Population Served by One General Practitioner 
in England and Wales and in Scotland 





| Population per General Practitioner 








Year 
| England and Wales Scotland 

1901 3,447 4,035 
1910 3,522 3,874 
1920 3,530 3,452 
1930 3,115 2,636 
1939 2,770 2,652 
1949 2,402 1,939 








The decrease in the figures for Scotland is again of 
interest. From having more people per general practi- 
tioner in 1901 than England and Wales, Scotland came 
to have fewer in 1949. 

In 1948 the World Medical Association gave some 
figures in a draft report’ on the numbers of doctors and 
of general population in various countries. These have 
been treated somewhat differently here and are shown in 





1 Draft ead on the Medical Profession in Twenty-three Countries. W.M.A., 
New York. 


Table III. The figures have been rounded off, but are 
probably not very accurate for some countries. 


TABLE III.—Average Population Served by One Medical Practitioner 
and by One General Practitioner in Various Countries 








Population Population 
Country per Doctor per G.P 
Palestine (Jewish)* . iia a 260 
United States ue si oc 710 1,400 
Great Britain id ae a 880 2,400 
* Iceland Re ae ae asa 880 1,000 
Denmark .. re ic asa 950 2,000 
Canada P oa ‘els oy 970 
New Zealand ror ft my. 970 
Australia .. a ‘a i 1,100 1,700 
Switzerland .. ae cu os 1,100 1,900 
Sweden =i - ma are 1,100 
Spain ia doa hea sas 1,100 
Norway ne ‘ me ai 1,100 1,400 
Netherlands re as ‘i 1,100 2,300 
Luxembourg 7 Ess we 1,200 1,900 
Czechoslovakia Pike ee ne 1,300 4,300 
France re. “ oud ns 1,300 1,500 
Eire dns ey - a 1,500 
om amy “ 1,500 2,400 
Finlan 2,200 
—- or South Africa 2,400 2,800 
4,200 11,100 
Pelotios (Arab) 4,500 
China mg 25,000 











* The low figure ‘‘ for the Jewish section of Palestine is probably attributable 
to special temporary circumstances.” 

The young men and women wanting to become 
doctors continue to outnumber the vacancies in the 
medical schools, and the numbers admitted by the medi- 
cal schools have remained fairly constant for some time. 
There does not in the near future seem to be any likeli- 
hood of a shortage of aspirants to medical training. But 
the age group from which most of them are drawn is 
shrinking in relation to the total population. 

The great majority of medical students start their 
medical training when they are aged 15 to 24 inclusive. 
The percentage of the total population (including the 
Services) in England and Wales represented by this age 
group is depicted for a number of years in the Graph. 

The actual num- , 
ber of young people = 
in this age group 
increased from 1901 
to 1931, but the 
total population in- 
creased faster. 
However, while in 
1931 there were 6.9 ° 
million men and 
women aged 15-24, 0 
in 1939 there were °°! 1948 yng 
6.6 million, and in 
1948 there were 5.99 million (approximate figures). 
Between 1901 and 1948 the percentage that this group 
forms of the total population has declined from 19.58 
to 13.76. That is, in 1948 the percentage was 0.7 of 
what it was in 1901. The “ageing population” in 
England and Wales is responsible for this, and the 
relative lack of young people may some time in the 
future have a serious effect on recruitment to the medical 
profession. 
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TRAINING FOR THE JOB 


In an attempt to find out what students themselves think 
of their clinical education we asked one of them coming 
to the end of his course to draft a short report which would 
be based on a questionary sent to students in different 
medical schools in Britain. He found, however, that there 
were such variations in the curriculum that anything like 
a succinct report would be impossible to draft. So he 
wrote down an account of his own reactions and obser- 
vations, and having done this discussed his paper with a 
member of the staff of this Journal and with students from 
medical schools in London, the Provinces, and Scotland. 
As a result of this discussion some minor amendments of 
the paper were made. It stands, of course, as a record of 
personal experience, but the small conference of students 
generally approved and endorsed what our anonymous 
student-author has written. The essence of his charge 
against present clinical teaching is that it does not pre- 
pare the student for the job the majority have to do—the 
general practice of medicine. He makes the sound sugges- 
tion that all students should “ first master the basic know- 
ledge which is the stock-in-trade of the G.P.” ; and those 
who are going to take up other kinds of work should have 
subsequent specialist training. It is possible that those 
who teach students imagine that they are doing something 
like this, but the students are satisfied that this is not the 
case. If confirmation were needed it is amply provided 
by Dr. Donald Johnson, who, having spent many years in 
general practice, looks back to his student days of 25 years 
ago in order to discover how far the training he received 
was in fact the training for the job. Dr. Johnson’s con- 
demnation of the system, though perhaps exaggerated in 
parts, is as emphatic as that of the student of to-day. It isa 
melancholy reflection that despite all that has been said 
and written about medical education so little has been done 
in the past 25 years to get to grips with the real problems 
of training those who have to care for the sick. Thousands 
upon thousands of words have been written and volumes 
of eloquence have been poured out on this subject, yet the 
inertia of the medical schools has been so great that prac- 
tically nothing seems to have been done to remedy a state 
of affairs that everyone must deplore. There are of course 
exceptions, and devoted teachers have here and there made 
efforts which deserve to be emulated. But in general the 
painful accusation that the medical schools are not really 
training students to be practical doctors seems to be 
substantiated. 

The student-author observes that “the atmosphere 
of his teaching hospital is the factor which ultimately 
determines a student’s outlook.” According to Professor 
Lauwerys, the common factor in all proposals for the 
reform of school curricula is the stress laid on the social 
importance of what is taught. He believes that the true 
reason for this is the realization that Western civilization 
has to adapt itself to a changed technology and to meet 
the challenge of Russian communism and of the new con- 
ditions created by the reawakening of Asia. Whatever 
may be the explanation, he finds students most receptive 
to lectures on sociology and the social aspects of science. 
Professor Meredith echoes this in an observation that “ in 
a sense all medicine is social medicine, and must be inter- 


preted in the light of statistical knowledge of sickness and 
death, of wars and plagues, of poverty and wealth, of 
housing and diet.” He stresses the need for the medical 
man to have a sense of the history of his profession. He 
finely says that medicine’s “own essential vision and pur- 
pose are too high in the scale of human values to be 
allowed to fade from men’s minds. They need to be par- 
ticularly bright and sharp in the minds of students.” The 
teaching of medicine should be set in the framework of its 
history and with a far more lively awareness of the socio- 
logical implications of health and disease. This is not likely 
to happen if students have to stuff their memories with 
facts about rare diseases they are never likely to see and 
with unsubstantiated theories of the causes of disease the 
cause of which is unknown. They have to learn these 
because of the examination bogy. And yet, as the student- 
author points out, examination questions are often refresh- 
ingly simple. There would seem to be a strange dichotomy 
in the teacher’s mind. He teaches his students one thing 
and questions them on another. This may be because he 
fears that other examiners may set those questions he 
would not be likely to set himself. Perhaps the examiners 
in the qualifying examinations could come to some agree- 
ment about the exclusion of questions remote from the 
ordinary practice of medicine and let the students 
know this. 





MORE ON MEDICAL EDUCATION 


Two years ago Dr. Ffrangcon Roberts, in a book! which 
is as pertinent to-day as it was then, probed with good 
and trenchant English many of the themes touched on in 
this number. The individual has the advantage over the 
formal committee in that he has not the same compulsion 
to accommodate other views besides his own or to indulge 
in an excess of tact when he comes to a critical examination 
of the findings of august medical institutions. The com- 
mittee approach, however, gains strength from the fact 
that no conclusion is reached without a thorough sifting 
of the evidence through diverse minds exposed in different 
ways to the educational process. The final formulation will 
depend much upon the character and mastery of the chair- 
man. The report of the Goodenough Committee in 1944, 
of the Royal College of Physicians in 1944, and of the two 
B.M.A. Committees in 1948 and 1950 presided over by 
Sir Henry Cohen, all had an authority which any individual 
contribution must necessarily lack. These reports will 
have, and are having, an effect on medical education. But 
the reformer must feel impatient over the slowness with 
which change takes place, with the inertia of the schools 
and the conservatism of the teacher moving comfortably 
along well-worn tracks. The value of such a contribution 
as Dr. Roberts’s is that this impatience is kept alive and 
saves us from the rosy optimism of Dr. Pangloss. Much 
of what he notes in his book is echoed in this symposium. 
Discussing the training of teachers, he reminds us that more 
than a hundred years ago Pestalozzi and Froebel insisted 
on educating a child through its own activity, and tells us 
of the current observation of the County Education Officer 
for Cambridgeshire : “ In my experience the daily struggle 
in education is to get away from the printed word to the 





1 Medical Education. By Ffrangcon Roberts, M.D. H. K. Lewis. 12s. 6d. 
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reality, from the abstract to the concrete. Words are always 
being substituted for things.” The clinical student reads 
the report of special investigations instead of observing the 
patient by the classical approach of inspection, palpation, 
percussion, auscultation. At least that is the trend. There 
is a great risk that the modern student may be encouraged 
to believe that the former is more scientific than the latter. 
Dr. Roberts is surely right when he says: “ The lively 
interest shown in child education stands in marked contrast 
to the stagnation which pervades the medical schools.” In 
the school, he observes, the emphasis is on method ; in the 
hospital, on the subject taught. Roberts advocates the estab- 
lishment of a college for training medical teachers in the 
techniques and methods of education. This may well be 
impracticable, but, even if it were, could we feel sure that 
stagnation would not once more set in? What is needed 
is something more flexible, more experimental. Professor 
Lauwerys’s suggestion of country-house conferences would 
offer a chance for the lively interplay of active minds 
drawn from various teaching schools. There they could 
learn much from educational theorists and psychologists. 

“Schools have been classroom-ridden, lesson-ridden, 
textbook-ridden, information-ridden.” Such is the view of 
the Cambridgeshire Education Officer. How much more 
true it is of medical schools. Dr. Roberts, with his interest 
in adding things up, tells us that in 1907-12 the number of 
words in five textbooks of anatomy and physiology was 
2,186,000: in the current editions of these books the 
number has increased by more than a million. In 1907-12 
the number of words in five standard textbooks respectively 
of medicine, surgery, midwifery, gynaecology, and patho- 
logy was 4,562,000: the number of words in the current 
editions has increased by just short of two million. It may 
be possible to read, mark, and even learn this surfeit of 
words : but attempt at inward digestion can lead only to 
flatulent dyspepsia. Dr. Roberts shows himself to be an 
“activist” in education, and is in line with those who 
rightly believe that a student should learn by doing. The 
big fault in education, he considers, is the failure “to 
inculcate the habit of accurate observation”; and the 
biggest task before the medical schools “ is to reform teach- 
ing so that curiosity is not deadened.” Some of the observa- 
tions made in this issue of the Journal suggest that the 
medical schools generally have a long way to go before 
they attain this end. 





TEACHING BIOLOGY 


Discussion of biological education in school and university 
has been particularly active in recent years, stimulated in 
part by the ferment of ideas about medical teaching. Most 
of it has a strangely unscientific flavour when one considers 
that the discussion is carried on by trained scientists. It 
tends to consist of confident assertions the evidence for 
which, made up as it is of rather intangible personal impres- 
sions, is rarely mentioned. Consider this bald statement, 
which appeared in a distinguished educational report: 
“The teaching of science to the young student needs to 
be essentially dogmatic until, at the age of 16 or 17 years, 
the mind of the average boy is becoming attuned to the 
dialectic method.” Who would guess (if he did not know 
from long experience of educational! pronouncements) that 


a questionable hypothesis, not an established fact, is here 
put forward? What scientist would phrase an equivalent 
remark in his scientific work in such an unqualified way ? 
A vast tissue of hypotheses about education has been given 
authoritative tone in the same way. Much of it is of course 
stimulating ; and we need not doubt that much of it, based 
on the experience, however casual, of very acute minds, 
will prove to be right when we are at last able to assess its 
validity. But an attitude which seems so often to disregard 
the importance of objective validation surely ought to 
trouble the consciences of scientists. 


There is a different approach—to treat biological educa- 
tion as a scientific problem, capable of examination in the 
light of the evidence, subject even to experimentation. 
This attitude permeates a most stimulating recent book on 
biological education.! Professor T. L. Green, the author, 
deals mainly with schools, though he takes occasional 
despairing glances at the universities. He shows that 
there already exists objective evidence on many prob- 
lems. Admittedly much of it is weak, much of it only 
partly relevant to present conditions in this country. It 
needs the critical and cautious handling which Professor 
Green gives it; but it certainly does not merit the neglect 
it usually receives. This book, however, does more than 
call attention to the literature ; it should have the effect 
of encouraging investigation, the results of which are the 
only sure foundation for educational advance. The need 
for such experimentation in medical’ education was 
repeatedly emphasized in the report of the Medical 
Curriculum Committee of the B.M.A.* Of course, educa- 
tion, like the patient, cannot always wait for scientific 
advance before being taken in hand. But the least teachers 
can do is to seek objective evidence and, when it cannot be 
obtained in time, to treat subjective “hunches” with the 
cautious respect they deserve. Meanwhile a steady trickle 
of research on problems of school biology has for a long 
time appeared in such journals as School Science Review. 
The universities on the whole have preferred pontificating ; 
but it is gratifying that a few preclinical departments are 
in the vanguard of the scientific approach to biological 
education. 





EXAMINATION RESULTS 


Examinations are always looming up in the life of medical 
students, and both they and their teachers will find points 
of interest in Dr. Lewis-Faning’s analysis* of examination 
results in a group of 517 medical students who enrolled 
at University College, Cardiff, during 1933-42. Ninety-five 
of the students were exempted from taking not more than 
two, and 58 were exempted from all three, preliminary 
subjects. The different standard of teaching in boys’ and 
girls’ schools is shown by the proportions exempted. Of 
the 329 men and 141 women who studied for the Welsh 
degree 18.8% of the men were let off the examination in 
physics compared with 7.8% of the women, but for biology 
28.4% of the women were granted exemption against 14.9% 
of the men. Approximately one-quarter of both males 





1 The Teaching and Learning of Biology in Secondary Schools—With Special 
Reference to Grammar Schools, 1949, London. 
+f nd Training of a Doctor, 1948, London. 
3 Report on the Examination Performance of Mcdical Students, 1933-1948. 
Publis ed in 1950 by the Welsh National School of Medicine, Cardiff. 
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and females were allowed to omit chemistry. The per- 
centage of students who obtained the Welsh degree without 
a single examination failure was 24 for the group without 
any exemptions in the preliminary subjects, 40 for the 
group with partial exemption, and 48 for the group with 
total exemption. The average number of unsuccessful 
attempts per student for these three groups were 2.7, 1.5, 
and 1.0 respectively. These comparisons.are subject to 
the limitation that the students who obtained one or more 
exemptions had fewer examinations to sit than, those who 
were not let off preliminary subjects and hence 
had a smaller risk of failure; but it does seem that the 
groups excused one or more subjects contained the most 
successful students. 

The proportion who passed an examination at the first 
attempt varied considerably for the different subjects. In 
the final examinations the group which had to take all the 
preliminary subjects found medicine and forensic medi- 
cine the most difficult, with 74% passes in each, while 
hygiene and surgery, each with 82% passes, were their best 
subjects. The group with partial exemption also found 
medicine the most difficult (76% passes), with forensic 
medicine next (84% passes), while their best efforts were 
hygiene (94% passes) and pharmacology (90% passes). 
The experience of the group excused all the preliminary 
subjects was different: they found surgery and obstetrics 
and gynaecology the most difficult final subiects, each with 
85% passes, while 94% passed in medicine and hygiene 
at the first attempt. For each subject separately approxi- 
mately 10% more passed at the first attempt in the groups 
with exemptions of preliminary subjects than in the group 
that had to take the lot. Among 2nd-M.B. subjects physio- 
logy gave each of the three groups of students some 
trouble. This examination had the largest average num- 
ber of unsuccessful attempts of any subject : for the group 
without exemptions in the preliminary subjects the per- 
centage of unsuccessful attempts was 59, for the partial- 
exemption group 27, and for the group with total 
exemption 19. 

The report also discusses the performance of students 
at examinations for the Welsh degree, the conjoint board 
diploma, and the London degree. Of the 517 students 
enrolled, 52% attempted the Welsh degree only ; 10% the 
London and Welsh ; 23% Welsh and conjoint ; 4% Welsh, 
London, and conjoint ; 1% London only ; 5% London and 
conjoint ; 2% conjoint only ; and 3% never sat an exami- 
nation. A comparison of performance by kind of quali- 
fication is difficult, since only a small number persist in 
attempts to obtain a dual qualification, and a larger 
number, after failure in the examinations of one body, 
concentrate entirely on the other. This self-selection 
introduces some bias into any comparison of results of 
different examining boards. The duration of study must 
also be considered, since almost any student can eventually 
graduate if the period of study is prolonged. In the final 
examination the percentage who passed at the first attempt 
in pathology, obstetrics and gynaecology,.and surgery was 
the same for the Welsh degree and the conjoint diploma, 
but in medicine 89% passed the conjoint at the first attempt 
compared with 70% in the Welsh final. These figures 
do not support the common belief that the conjoint 
examinations are easier than those for a University degree. 


HOW MANY DOCTORS ? 


It is commonly said that the answer to the problem of the 
harassed G.P. with an overlong list and to the drooping 
patient waiting hours in out-patients is simply “ We must 
have more doctors.” Enthusiasts for regular health exami- 
nations for all in the Peckham manner also base their plans 
on an increase in the size of the profession. Meanwhile, 
to judge by the hordes of applicants ywho continue to 
besiege medical schools, the National Health Service does 
not seem to have lessened the attractiveness of medicine 
as a profession in spite of pessimistic forecasts, and num- 
bers if not quality are certainly available. Bart’s, for 
instance, reports roughly 2,000 applicants for about 100 
places this year, King’s College Hospital has over 600 for 
the 40-odd vacancies for men, and the same picture emerges 
from the general survey of the schools given elsewhere in 
this issue. The Goodenough Committee in 1944 recom- 
mended an annual intake of 2,500—2,600 students in Great 
Britain and Eire, a range which came close to the 1939-40 
entry of 2,623 and which has been followed in all the 
post-war years. Should this figure be reconsidered and 
the entry increased ? 

A glance at the tables under “Doctors and Popula- 
tion” on page 502 of this issue at once reveals 
three little-known facts with an important bearing 
on the answer. Since 1920 the average number 
of people per doctor has dropped very considerably and 
is now down to about 2,400 per general practitioner ; 
this means we have relatively more doctors for our size 
of population than any other country except the United 
States (and Israel); and meanwhile the number of 
young people in the 15-24 age group from which the 
majority of students come has shrunk markedly. This 
group at the same time has other increasing demands on 
it. The Barlow Committee on scientific man-power esti- 
mated the number of qualified scientists in the United 
Kingdom in 1946 as about 55,000 and reckoned on a 
demand for 90,000 by 1955. This need has not yet been 
fully met, but already there is a serious shortage of 
science teachers, and more applied scientists are wanted 
in industry.! 

Since the number of young people capable of 
higher education to the requisite standard is finite and 
decreasing, any further increase in the proportion of 
doctors inevitably implies a decrease in some other 
category of professional employment. Where do we pro- 
pose to cut down? It seems more reasonable to accept the 
present size of the profession as satisfactory, and to con- 
centrate on making more efficient use of its members. It 
is foolish to spend six or more years training a man and 
then demand routine work for him which could be much 
better done by a clerk or auxiliary after six months’ instruc- 
tion. There is clearly an ideal ratio of consultants to 
general practitioners. And last, but not least important, 
there is medical training itself, which must produce an 
efficient man competent for the job he has to do. General 
practice is very different from hospital practice, and a man 
who is merely a failed hospital officer is not fully prepared 
for his work. 





1 Third Annual Report of the Advisory Council on Scientific Policy (1949-50). 
Cmd. 7992. H.M.S O., 1950. 
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POSTGRADUATE EDUCATION IN LONDON 


The British Postgraduate Medical Federation, which is a school 
of the University of London, comprises the Postgraduate 
Medical School at Hammersmith Hospital, with its university 
departments of general medicine, general surgery, and 
pathology, and Institutes of Cardiology, Child Health, Derma- 
tology, Diseases of the Chest, Laryngology and Otology, 
Neurology, Obstetrics and Gynaecology, Ophthalmology, 
Orthopaedics, Psychiatry, Urology, and Dental Surgery, each 
associated with a special hospital. These institutes are in 
various stages of development, and the number of students who 
can be admitted to the clinical practice of some of the hospitals 
is limited. Appointments of the house-officer and registrar types 
in the hospitals and institutes provide the most valuable form 
of postgraduate education, and there are opportunities for 
research for selected graduates. At all the institutes courses 
of instruction are given throughout the academic year ; these 
are suitable for graduates in the early stages of their specialist 
education, and also for those who have completed their prac- 
tical training. Two or more years of hospital work in general 
medicine and general surgery after graduation are normally 
advisable before beginning work in the special branches. The 
work at the institutes is of an advanced type and is comprehen- 
sive enough to enable graduates with suitable practical experi- 
ence to prepare for higher degrees and diplomas. Emphasis is 
placed on clinical and laboratory teaching, supplemented by 
lectures and demonstrations. The address of the British Post- 
graduate Medical Federation (director, Sir Francis Fraser) is 3, 
Gordon Square, London, W.C.1. 

To effect co-operation between the Federation and the three 
Royal Colleges in providing postgraduate education in the 
medical specialties in London, supplementing the provisions of 
the undergraduate medical schools and teaching hospitals, there 
is a Joint Board. Each of the three Royal Colleges -arranges 
courses of lectures in the clinical aspects of its specialty, and the 
Royal College of Surgeons provides, in addition, courses of 
lectures and demonstrations in the basic sciences for those 
intending to be surgical and dental specialists, and in anaes- 
thetics. Each Royal College also provides expert advice and 
guidance on suitable hospital appointments and programmes 
of study for candidates for its higher qualifications and other 
graduates visiting this country for further study. 

The Federation is arranging a course of advanced lectures 
entitled “The Scientific Basis of Medicine” on Tuesday and 
Thursday afternoons during the autumn and winter terms of the 
1950-1 sessions. The lectures are held at the London School of 
Hygiene and Tropical Medicine, and are designed specially 
for research workers and specialists in training ; they are open 
to all registered medical practitioners without fee. A detailed 
syllabus of the course appeared in the advertisement columns 
in last week’s Journal (p. 38). 

The regional advisers in postgraduate education to the four 
metropolitan regions of the National Health Service have con- 
tinued their surveys of the hospitals in their regions with a view 
to ascertaining the educational facilities for specialist and 
general-practitioner training and grading them accordingly. 
Attendance on the practice of these hospitals and their resident 
appointments afford valuable opportunities for graduates in 
need of further clinical experience. Information on these 
facilities is available at the Central Office of the Federation. 

A programme of refresher courses for general practitioners 
has been arranged at the non-teaching hospitals of the four 
metropolitan regions. These include several week-end courses 
and courses spread over two months. Those interested are 
referred again to the programme of these courses which appears 
in our advertisement columns. 

Prospective postgraduate students should make their arrange- 
ments well in advance. Those sponsored by their universities, 
governments, or other official bodies receive first consideration 
in the allotment of vacancies. Established specialists from 
overseas, here for a relatively short time, who wish to see some- 
thing of the practice in this country, are always welcome ; they 
are regarded as visiting colleagues, and the experts in their 
specialties are always ready to receive them and let them accom- 
pany them in their work and teaching. The Federation 


maintains an information bureau of postgraduate activities in 
London and other university centres. All inquiries should be 
directed to the office of the Federation at the address given 
above. 


Specialist Institutes 


Below are given brief particulars of the Postgraduate Medical 
School and the Institutes associated with the Federation: 


Postgraduate Medical School of London (associated with Hammer- 
smith Hospital, Ducane Road, W.12).—University departments in 
medicine, surgery, and pathology. Teaching in clinical departments, 
which is of an advanced nature and based on ward work, continuous 
throughout the year and supplemented by lectures and demonstrations 
during three 10-weeks terms beginning in October, January, and 
April. A formal 12-months course beginning in October available 
for the postgraduate diploma in clinical pathology of the University 
of London; selection of students usually made in June. Depart- 
ment of pathology has separate suites of laboratories for bacteriology, 
histology, biochemistry, haematology, and experimental pathology. 
Department of radiology provides courses for D.M.R. of the 
University of London and Conjoint Board. Students accepted for 
practical training in anaesthetics for periods of from two weeks to 
six months. Resident clinical appointments usually made from 
suitable students at the school. 

Institute of Cardiology (associated with National Heart Hospital, 
Westmoreland Street, W.1).—Seven appointments of registrar type 
available each year for physicians in training as cardiologists. Three 
terms annually, beginning October, January, and May. Training 
includes clinical cardiology, radiology of the heart, and electro- 
cardiography. Research facilities available for limited number of 
advanced students. General physicians may enrol for full or part- 
time instruction for one or more terms of three months’ duration. 
Three intensive courses of lectures and demonstrations, each lasting 
a fortnight, held in February, June, and November. 

Institute of Child Health (associated with Hospital for Sick 
Children, Great Ormond Street, W.C.1, Postgraduate Medical School 
at Hammersmith Hospital, and Queen Elizabeth Hospital for 
Children).—Tuition provided throughout the year in three terms, 
beginning September, January, and April, and in addition a series of 
lectures by specialists and experts in various spheres is given each 
term. Every student has the opportunity of holding a clinical clerk- 
ship for one month during his study. 

Institute of Dental Surgery (associated with Eastman Dental 
Hospital, Gray’s Inn Road, W.C.1.).—Dental practitioners are trained 
in the special branches of preventive and therapeutic dentistry, 
and departments are being developed for orthodontics, children’s 
dentistry, periodontia, prosthetics, and oral surgery. Appointments 
of house-officer, registrar, and clinical assistant types available for 
selected graduates. 

Institute of Dermatology (associated with St. John’s Hospital for 
Diseases of the Skin, Lisle Street, W.C.2).—Clinical teaching takes 
place in out-patient department twice daily. A long and systematic 
course of lectures during winter months and a shorter course during 
the summer. Owing to restricted accommodation, no ward instruc- 
tion is yet possible. 

Institute of Diseases of the Chest (associated with Brompton 
Hospital, S.W.3, and London Chest Hospital).—Courses of instruc- 
tion in diseases of the chest, including tuberculosis, conducted during 
three terms of twelve weeks’ duration, beginning in September, 
January, and April. Courses consist of clinical work in the wards 
and out-patient departments, lectures, and demonstrations. A larger 
number of graduates can be accepted for part-time study. Part- 
time courses of instruction in radiology of the chest, each lasting 
twelve weeks, are held three times a year for suitably experienced 
graduates. 

Institute of Laryngology and Otology (330, Gray’s Inn Road; 
associated with Royal National Throat, Nose, and Ear Hospital, 
Gray’s Inn Road, and Golden Square).—Full-time comprehensive 
courses of lectures and demonstrations, lasting for nine months, 
begin in February and September. First three months spent in the 
study of the anatomy, physiology, and pathology of the subject, and 
following six months with clinical aspects. Part-time advanced 
revision course, suitable for students preparing for higher qualifica- 
tions, held twice yearly. A number of paid appointments open to 
students after completion of basic training in specialty. 

Institute of Neurology (associated with National Hospital for 
Nervous Diseases, Queen Square, W.C.1, and Maida Vale Hospital 
for Nervous Diseases).—Teaching mainly by attendance on hospital 
practice; more advanced students appointed as clinical clerks in 
wards or attached to special departments and research laboratories. 
Two 10-weeks whole-time courses in clinical neurology held in 
autumn and spring terms, and in summer a six-weeks course in 
neurosurgery. 
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Institute of Obstetrics and Gynaecology (associated with Queen 
Charlotte’s Maternity Hospital, the Chelsea Hospital for Women, and 
the Department of Obstetrics and Gynaecology at the Postgraduate 
Medical School).—Teaching based on ward work and supplemented 
by lectures and demonstrations during three 10-weeks terms, begin- 
ning in October, January, and April. Short intensive revision courses 
of a fortnight’s duration held twice a year, in June and December. 
During vacation selected postgraduates may attend practice of 
hospital at Queen Charlotte’s or Hammersmith. Resident house 
appointments and registrarships available for selected graduates. 

Institute of Ophthalmology (Judd Street, W.C.1; associated with 
Moorfields, Westminster, and Central Eye Hospital).—Clinical work 
in out-patient department, wards, and operating theatres of the 
hospital, supplemented by lectures, practical classes, and tutorials at 
the institute. A routine lecture and tutorial course, normally cover- 
ing two terms of about eighteen weeks each, begins in March and 
October each year. Laboratories for bacteriology, histology, and 
biochemistry, and research in all associated fields. 

Institute of Orthopaedics (associated with Royal National Ortho- 
paedic Hospital, Great Portland Street, W.1).—Training in ortho- 
paedics to selected graduates afforded by means of clinical appoint- 
ments covering a period of from two to three years, with opportuni- 
ties for research, Formal courses of varying lengths on selected 
subjects connected with the specialty are given during the academic 
terms. Twice a year, in April and September, a short revision course. 

Institute of Psychiatry (associated with the Maudsley Hospital, 
Denmark Hill, S.E.5, and Bethlem Royal Hospital, which jointly 
form a teaching hospital).—Training normally covers two to three 
years after adequate experience elsewhere in general medicine, and 
is based on responsible hospital duties under supervision. Appoint- 
ments available as registrars and research assistants. Regular series 
of lectures and demonstrations by —— in various fields relating 
to psychiatry are given throughout each of the university terms, which 
begin in October, January, and April. Clinical teaching continues 
throughout the year, and includes seminars and case discussions. 
Besides the wards and clinical departments there are laboratories in 
neuro-anatomy, electro-physiology, biochemistry, and psychology. 

Institute of Urology (associated with St. Peter’s and St. Paul’s 
Hospitals, Henrietta Street, W.C.2)—Three courses of fourteen weeks’ 
duration held annually, beginning in September, January, and April. 
These courses include systematic lectures covering the whole subject 
of urology, out-patient sessions, ward visits, operation sessions, and 
tutorial demonstrations. In addition an intensive revision course of 
two weeks’ duration is held in September, March, and June. Resi- 
dent appointments and clinical assistantships available for selected 
students already adequately trained in general surgery. 


Advanced Revision Courses in Surgery 


Of the London Medical Schools, Guy’s, the London, 
St. Bartholomew’s, St. Thomas’s, and Westminster provide full- 
time advanced revision courses in surgery of from eight to 
twelve weeks. The fee is 40 guineas, save at Westminster, where 
it is 50 guineas. The North London Postgraduate Medical 
Institute provides an eight-weeks course (fee 25 guineas). The 
Royal College of Surgeons has a part-time demonstration and 
lecture course, lasting 2} weeks and beginning in October and 
April, the fee being 12 guineas. 

The Royal College of Surgeons has also arranged a number 
of other lectures and demonstrations. Between October and 
January and also between April and July there will be a series 
of 70 lectures and practical demonstrations in anatomy, applied 
physiology, and pathology. In anaesthesia two series, each of 
45 lectures, will be given in October and April. In addition 
courses extending over a period of from one to two years are 
being arranged. Lectures and demonstrations in oral, dental, 
and general surgery, in conjunction with the Eastman Dental 
Clinic, will be given in October amd November and also in 
March and April, and lectures and practical demonstrations on 
the application of the basic sciences to dental surgery have been 
arranged. In surgery two series, each of 24 lectures, will be 
given during October and April. 

Facilities are available for advice on postgraduate ortho- 
paedic training through the Postgraduate Orthopaedic Com- 
mittee which, with its headquarters at the College, has been 
established under the aegis of the College, the Royal College 
of Surgeons of Edinburgh, the Royal Faculty of Physicians 
and Surgeons of Glasgow, the British Orthopaedic Associa- 
tion, the Institute of Orthopaedics of the British Postgraduate 
Medical Federation, and the Department of Orthopaedics of 
the University of Liverpool. 


Residential accommodation is now available within the 
College at Lincoln’s Inn Fields for postgraduate students. 

The Royal College of Physicians of London holds a series 
of lectures for postgraduates on advanced clinical subjects. 
The lecturers are specially distinguished in their respective 
fields and are drawn from the provinces as well as London. 

Courses of advanced postgraduate lectures are given at the 
Royal College of Obstetricians and Gynaecologists, and there 
are frequent special lectures by men and women eminent in 
this field. There is a library and museum in the College House 
at Queen Anne Street which is open to all who are interested in 
these subjects. 

An important step forward has been taken by the Middlesex 
Hospital in increasing the number of registrars. This means 
that more men can receive postgraduate instruction with a view 
to becoming future consultants and specialists. 

The North London Postgraduate Medical Institute (Prince 
of Wales’s General Hospital, London, N.15) holds courses in 
advanced medicine, advanced surgery, and obstetrics and gynae- 
cology, and instruction is given in pathology, anaesthetics, and 
radiodiagnosis. Clinical instruction is given at Bearsted 
Memorial Hospital, Chase Farm Hospital, North Middlesex 
Hospital, Prince of Wales’s Hospital, and St. Ann's General 
Hospital. During the coming year there will be eight-week 
courses in advanced medicine suitable for those taking the 
M.R.C.P. examination, eight-week courses in advanced surgery 
suitable for those taking the F.R.C.S. examination, and two- 
week courses for those taking the D.Obst.R.C.0.G. examination. 

The Tuberculosis Educational Institute (Tavistock House 
North, Tavistock Square, W.C.1), which is composed of repre- 
sentatives of the Joint Tuberculosis Council and the National 
Association for the Prevention of -Tuberculosis, undertakes 
responsibility for the organization of regular refresher courses 
for doctors, nurses, and social workers. A course, for doctors 
only, dealing with the pathology and immunology of tubercu- 
losis will be held at the Sir William Dunn School, Oxford, from 
September 19 to 22. Preliminary arrangements are being made 
for a course in industrial tuberculosis at Birmingham in 1951. 
Three-day clinical courses are held at certain provincia! 
sanatoriums throughout the year. 

The Royal London Homoeopathic Hospital (Great Ormond 
Street and Queen Square, London, W.C.1) provides a course 
of lectures in homoeopathy for postgraduates. These include 
a course on homoeopathic materia medica and therapeutics on 
Mondays and Thursdays from October, 1950, to March, 1951, 
and a course at the Glasgow Homoeopathic Hospital from 
January to March, 1951. 

A refresher course for general practitioners, extending from 
September to December, 1950, and covering general medicine 
and obstetrics and gynaecology, is being held under the auspices 
of the British Postgraduate Medical Federation at various hos- 
pitals in and around London, including hospitals at Rochester, 
Folkestone, Brighton, Southend-on-Sea, Horsham, and Ilford. 
Some of the courses are for one or two weeks, and others for 
the week-end. These courses are available to N.H.S. practi- 
tioners for whom fees and allowances (travelling expenses, fees 
for locumtenents, etc.) are provided for courses equivalent to 
22 half-day sessions a year, on certain conditions. Other practi- 
tioners may attend on payment of a fee of 10 guineas for two 
weeks, 5 guineas for one week or for equivalent extended- 
courses, and of 14 guineas for week-end courses. 


Fellowship of Postgraduate Medicine 


The Fellowship of Postgraduate Medicine (1, Wimpole Street, 
W.1) provides general information on postgraduate work and 
arranges courses of instruction as follows: 

1. Courses suitable for, though not restricted to, candidates 
for the D.A. D.C.H., D.Obst.R.C.0.G., M.R.C.P., and 
F.R.C.S. (Final). These include general medicine, general 
surgery, neurology, neuro-ophthalmology, proctology, obstetrics, 
and children’s diseases. Some are full-time courses lasting 
from one to two weeks ; others are spread over longer periods, 
either in the mornings, afternoons, or late afternoons, and are 
intended particularly for postgraduates who are not free for 
full-time study. 
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2. Week-end courses, occupying the whole of a Saturday and 
Sunday. These are given in*various hospitals, and include such 
subjects as general surgery, general medicine, orthopaedics, 
rheumatic diseases, and infectious diseases. > 








* 
THE LONDON UNDERGRADUATE SCHOOLS 


The past year has seen little change in the London medical 
schools. One of the deans, in answer to our request for 
information, writes regretting that his account is “an annual 
monotony and a lack of really exciting things.” 

To begin in the East, the London Hospital Medical College 
has seen no major changes in the clinical curriculum. The 
introductory course has been further co-ordinated, and the 
system of lectures is being reorganized to provide greater 
integration. The students benefit increasingly from _ the 
tutorial system, and the fact that this system requires a 
large number of registrars increases the facilities for giving 
postgraduate training. Registrars meet once a fortnight for 
a ward-round, during which cases of interest in different 
parts of the hospital are shown and discussed. The clinico- 
pathological conferences held every two weeks during the last 
three years have become a valuable addition to the training 
of undergraduates and postgraduates alike. Structural altera- 
tions have much improved the facilities of the departments of 
anatomy and physiology. 

The London Hospital now maintains 885 beds, of which 699 
are at the hospital itself and 186 at the annexe at Brentwood. 
About 40 students are admitted to the clinical course each 
half-year. 

At the Medical College of St. Bartholomew’s Hospital the 
total number of students remains at approximately 800. Until 
the new regulations for the work to take the place of that now 
done in the first and second M.B. are agreed and passed from 
the University to the schools it is not possible to do very much 
in the way of altering the preclinical curriculum. Preparations 
are being made for knitting together the work of the zoologists 
with the anatomists, and that of the chemists and physicists 
with that of the physiologists, biochemists, and pharmacologists. 
But so long as the first and second M.B. remain very much in 
their present form these plans cannot be put into full action. 
In the clinical years the policy at “ Bart's” still remains to 
teach medicine as a single subject, and not let its main branches 
of surgery, obstetrics, and clinical medicine fly into too many 


splinters and specialties. The pressure to do so is great, because 


with the increasing specialization in the clinical work it is diffi- 
cult to avoid any special courses in thoracic surgery, neuro- 
surgery, cardiology, and the like ; but it is felt that such courses 
are for the postgraduate rather than the undergraduate. 

Many of the problems at West Smithfield are still wrapped 
up with the difficulty of getting sufficient buildings. Progress is 
being, made, but much more is expected in the replacement of 
war damage and in catching up with the new buildings which 
would have been needed in any case had a war not taken place. 

Across the river at Guy’s there are 80 vacancies in the pre- 
clinical period, of which roughly two-thirds are for the first 
year, the remaining third entering the second year, the first 
M.B. having been already passed. In addition, 25 places are 
reserved for Oxford and Cambridge men for the clinical period 
of studies. All students take a three-months preliminary course 
before entering the wards. 

The accommodation at Guy’s has been increased during the 
year by a small extension to the new pathology building which, 
with some additions to the existing building, has provided 
accommodation for a department of bacteriology. An 
academic department of bacteriology was instituted in 
October of last year, when a professor was appointed. The 
extension has also afforded some additional animal-house 
accommodation, and a research laboratory for the clinical 
departments has been provided by reconstructing a floor of 
the old pathology building. Most departments of the School 
are in need of more space, and it is hoped to begin to pro- 
vide this during the course of the next year. An important 
development will be the institution of a number of research 


fellowships in the clinical departments, made possible by the 
Endowments Committee of the hospital. 


Reorganization at St. Thomas’s 


The past year at St. Thomas’s Hospital Medical School has 
seen a complete reorganization in equipment and accommoda- 
tion of the medical and surgical clinical units ; the former has 
a particularly fine range of laboratories. The School is now 
back to pre-war conditions, except for shortage of beds and 
temporary loss of hostel accommodation, though extra space is 
badly needed in nearly all departments. Various small research 
laboratories have been completed and work is actively pro- 
ceeding in them. The photographic department is proving a 
great boon to both school and hospital. At Cobham, Surrey, 
which is 45 minutes away, the athletic ground purchased two 
years ago is now fully developed and provides excellent 
facilities. 

Over 70 new students have entered the Westminster Hospital 
Medical School in the academic year now closing. This brings 
the total of clinical students to 175, of whom 20 are women. 
It is not the policy of the School to exceed this entry, but it 
is considered that there are adequate clinical facilities for such 
a number. 

With the object of increasing the clinical material available 
for Westminster students a medical “firm” of 12 students is 
sent to the near-by St. Stephen’s Hospital every three months, 
and this arrangement is working well. Five members of 
Westminster staff are also on the St. Stephen’s staff, and with 
the keen co-operation of the remaining St. Stephen’s physicians 
a very sound course is assured. In addition, two students at 
a time are resident at St. Stephen’s for practical midwifery 
instruction, and this arrangement substantially augments the 
facilities available in the parent hospital. During the past year 
the surgical teaching resources have been greatly increased by 
attaching a surgical “firm” to the Gordon Hospital, Vincent 
Square, a hospital which originally specialized in diseases of 
the rectum but now admits general surgical cases. The 
paediatric course is held each three months at the Westminster 
Children’s Hospital, Vincent Square. The incorporation of this 
hospital and of the Gordon and All Saints’ Hospitals in the 
teaching group has added enormously to the clinical facilities 
since the “ appointed day,” and has permitted a balanced clinical 
curriculum to be secured. An inspection was held by the 
University in December, 1949, and the inspectors’ report com- 
mented favourably on the standard of work and facilities in 
the School. . 

Medical Curriculum Revised 


At King’s College Hospital Medical School, Denmark Hill, 
the medical curriculum has been revised and has been opera- 
ting successfully since January of this year. The tradition of 
the apprenticeship method has been maintained, and students 
are allocated to medicine, surgery, and obstetric “ firms ” for 
periods of six months, as it is considered impossible for teachers 
to get to know their students properly in less than that time. 
The new curriculum provides for the integration of some of 
the specialties into the six-monthly periods of medicine and 
surgery and also for an additional period of three months’ 
senior medical clerking and three months’ senior surgical 
dressing in the third year, when the student is attached to a 
different “firm.” Three months is devoted to child health, 
including attendance at school and infant-welfare clinics and 
a two-weeks residential period at the Belgrave Hospital for 
Children. Revision courses on the work of the clinical period 
are conducted by the tutors preceding the final degree examina- 
tions. During the 12 months up to May, 1950, 43 ‘students 
gained qualifying degrees in medicine in the Universities of 
Oxford, Cambridge, and London, including two with honours 
in one or more parts. A student of the School was awarded 
the University of London Medal in the April, 1950, M.B., B.S. 
examination. 

Each year 50 medical and 25 dental students are admitted to 
the King’s College Hospital School. The School provides the 
clinical training for men and women students reading for the 
medical degrees of the above-named universities. The pre- 
clinical course for students reading for the University of London 
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degrees of B.M. and B.S. is taken in the Faculty of Medical 
Science, King’s College, Strand, where students are admitted 
once a year, in October. Thus for the first two to three years 
of their medical training King’s College students have the great 
advantage of college life in association with students of all 
faculties. Students are admitted for clinical training twice a 
year—in April and October. The first three months are 
occupied by an intensive introductory course designed to 
familiarize the student with clinical methods, the examina- 
tion of patients, hospital nursing and routine, and the basic 
principles of pathology. 

Eighty students have been accepted for entry into St. Mary’s 
Hospital Medical School, and the number of applications for 
places available is still very large. Arrangements have been 
made for St. Mary’s students to attend at Paddington Hospital 
for part of their medical and surgical appointments, thus 
increasing the number of beds available for the teaching of 
these important subjects. Use is being made of the hospitals 
associated with the St. Mary’s group for clinical teaching. A 
new appointment has been made to the chair of surgery, and 
new readers in anatomy, bacteriology, pharmacology, and 
physiology were also appointed at the beginning of the session. 
Alterations are being made to the anatomy, physiology, and 
physics departments in order to increase the facilities for teach- 
ing and research. It is hoped to provide new laboratories for 
the surgical and paediatric units shortly. A large block of 
houses near the medical school has been purchased for con- 
version into a students’ hostel for the accommodation of about 
200 students, to be ready in two years’ time. No great changes 
have been made in the curriculum, but consideration is being 
given to the period of each clinical appointment in order that 
the best use may be made of the 36 months available to cover 
the clinical course. 


New Plans for Charing Cross 


On the basis of the present entry at Charing Cross Hospital 
Medical School about 40 students will qualify each year. In 
addition to the 27 house posts available in the parent hospital, 
there are nearly as many at the associated hospitals—Harrow, 
Mount Vernon, and Wembley—and it is not anticipated that 
there will be any difficulty in providing every student with 
satisfactory posts. The plans of the new Charing Cross Hospi- 
tal and School to be built at Northwick Park have been formally 
presented to the Ministry of Health, the Court of the University, 
and the University Grants Committee. They provide for a 
hospital with 800 beds and a school to admit 80 medical and 
40 dental students a year to cover all subjects of the medical 
curriculum. The plans of the school include a hostel, a union 
building, a teaching block, refectory, hall, library, and admini- 
strative section with their ancillaries. It is hoped that official 
approval will shortly be given to the plans and that the work of 
building will begin. As a measure of short-term expansion a 
lease has been taken of certain premises in the vicinity of the 
School at Charing Cross, and when alterations are com- 
plete the departments at present housed in the School will be 
transferred there, enabling extension to be effected not only 
of the transferred but also of the departments remaining at 
Chandos Place. 

The Royal Free Hospital School of Medicine is sow open 
to men as well as women, and this year has had 487 students in 
attendance. Candidates for admission in 1951 will be selected 
by an interviewing committee during the coming autumn term. 

The new wing which is being added to the School building 
in Hunter Street will be available for use next session and will 
provide additional teaching and research laboratories and a 
students’ common-room. Clinical teaching is given throughout 
the hospitals associated with the Royal Free Hospital group, 
which includes the main hospital in Gray’s Inn Road, the 
hospitals in Liverpool Road, Islington, and Lawn Road, 
Hampstead, the Elizabeth Garrett Anderson Hospital, and the 
Hampstead General Hospital. This provides a total of 800 
beds, and it is hoped that more beds will shortly be available 
at Liverpool Road. Arrangements have been made for the 
sharing of social and recreational clubs between the Students’ 
Union of the School and the Students’ Union of Guy’s. 


The West London Hospital Medical School at Hammersmith 
is for the moment admitting no further undergraduate students, 
and the present undergraduate population will probably all 
have completed their course by 1952. The only change at this 
School during the past year has been that a certain number of 
postgraduate students from the Postgraduate Medical School at 
Ducane Road, Shepherd’s Bush, have been attending during the 
past two academiic terms. The extent of future co-operation 
with the Postgraduate School is still undecided. 

The Middlesex Hospital has now been fully reopened, and in 
fact there are more beds available for teaching than before 
the war. Facilities for instruction in the clinical period are 
enhanced by the fact that the majority of students in their 
clinical period have the advantage of being attached to the 
Central Middlesex Hospital, Willesden, for at least three 
months’ instruction. Two improvements in the clinical period 
have been recently introduced. The students now do three 
weeks’ resident instruction in infectious diseases at the North- 
Eastern Fever Hospital. Still more recently the students have 
been enabled to visit the Harefield Hospital for instruction in 
pulmonary tuberculosis. 

The advantage of the link with associated hospitals is also 
enjoyed by most of the London Schools. University College 
Hospital, for example, has associated with it the Obstetric 
Hospital and the Royal Ear Hospital in Huntley Street, the 
Hospital for Tropical Diseases, and the St. Pancras Hospital 
(formerly an L.C.C. institution). 

King’s College (University of London) provides education 
in the preclinical stage for the University of London, M.B., 
B.S. degree. On completing their preclinical studies students 
proceed to King’s College Hospital, St. George’s Hospital, or 
Westminster Hospital, according to their personal choice. No 
student is allowed to begin preclinical studies at the College 
who has not also been provisionally accepted by the hospital 
for clinical training. Men making application for entry to 
King’s College should apply at the same time to one of the 
hospitals. The maximum number of women to be admitted 
in any one year is eight for King’s College Hospital Medical 
School, six for St. George’s, and six for Westminster. Appli- 
cations for women students should reach the Sub-Dean of the 
Faculty of Medical Science, King’s College, Strand, W.C.2, 
by the end of the year preceding the session in which admission 
is desired. 








POSTGRADUATE COURSES OUTSIDE 
LONDON 


‘We cannot pretend to give a complete list of the courses of 
postgraduate instruction held at universities and colleges in the 
United Kingdom outside London. Courses of advanced instruc- 
tion in general medicine and in general surgery are held at 
Edinburgh (Postgraduate Board for Medicine, Surgeons’ Hall, 
Nicolson Street, Edinburgh) and advanced revision courses in 
general medicine at Liverpool and Sheffield. A nine-months 
course in general surgery at Liverpool, beginning in October, is 
directed towards the Ch.M.(Liv.), but is suitable also for 
F.R.C.S. candidates. Courses in anaesthetics are given at Bristol, 
Liverpool, and Oxford ; in anatomy, physiology, and pathology 
at Edinburgh ; in neurology and in ophthalmology at Birming- 
ham; in orthopaedic surgery at Liverpool; in paediatrics at 
Bristol, Glasgow, and Liverpool ; in physical medicine at Bristol ; 
and in psychiatry at Bristol, Edinburgh, Glasgow, and Leeds. 
Some information about other courses is given under the head- 
ing of “ Special Diplomas.” 

The course in general medicine at Liverpool is part-time, and 
intended for postgraduates holding registrar or similar appoint- 
ments and at the same time studying for a higher degree. 
Graduates attending the course who do not hold hospital 
appointments may be offered facilities for clinical experience 
in the wards. Part-time extended courses in obstetrics and 
gynaecology are held at Liverpool from time to time, as well 
as refresher courses for general practitioners, but it is said 
that the number of general practitioners seeking to avail 
themselves of such courses does not appear to be very great. 
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At Leeds there is a part-time gourse for the Diploma in Psycho- 
logical Medicine. The course lasts two years. For general 
practitioners, weekly clinical meetings are organized at Leeds 
University from October to May, while week-end courses on 
special subjects are also held at intervals throughout the year. 

At Glasgow postgraduate medical instruction is available, in 
the form both of clinical attachments and of organized courses. 
The transition from the Class I and Class III Government- 
subsidized posts to the registrarships of the National Health 
Service has led to the abandonment for the present of pro- 
longed full-time postgraduate courses in general medicine and 
general surgery, but it is hoped to resume organized instruc- 
tion in these subjects during the coming session. Courses in 
child health and in mental deficiency have been held during 
the past year, and the latter will be repeated at the beginning 
of the ensuing session. Periodic refresher courses for general 
practitioners are also held. 

The Postgraduate Medical Education Committee of the 
University of Oxford (91, Banbury Road) has arranged a pro- 
gramme of ward rounds, clinics, and lecture-demonstrations at 
the United Oxford Hospitals. Some eight or ten of these in 
different departments take place each week-day. The pro- 
gramme extends from September to December, and another 
programme, with other physicians and surgeons on duty for 
postgraduate teaching, is arranged for January to July, 1951, 
Short courses in special subjects (otolaryngology, paediatrics, 
and dermatology) are available at the United Oxford Hospitals 
during the Michaelmas term provided that not less than six 
general practitioners apply to attend each course. These pro- 
grammes provide for practitioners who wish to attend one or 
more short courses, those who wish to spend a week, a fort- 
night, or longer in intensive study, and those who wish to 
attend any number of “sessions” convenient to themselves 
during the postgraduate year. The programmes are circulated 
to general practitioners by the various executive councils in the 
Oxford region. 








UNIVERSITY MEDICAL CENTRES OUTSIDE 
LONDON 


All the provincial medical schools report an excess of appli- 
cants. Birmingham: “ The number of students wishing to enter 
the Faculty still far outnumbers the vacancies.” Bristol: “ The 
applications for admission remain extremely high, and we are 
able to accept only about 1 in 10 of the applicants.” Liver- 
pool: “The number of applications for admission is slightly 
less than in previous years, but is still greatly in excess of the 
number of places available.” Durham: “Selection of candi- 
dates for entry to the courses has again been difficult owing to 
the very large list of applicants.” Leeds: ‘“ Applications for 
entry to the School have continued to exceed by many hundreds 
the places available.” 

In the Faculty of Medicine at Birmingham a new method of 
selection has been used. Those whose names are included in a 
preliminary short-list made by the sub-dean are interviewed by 
a selection committee. It is thought that by this means greater 
emphasis can be placed on the personality and general suit- 
ability of the candidate ; the academic record, although impor- 
tant, is not regarded as the sole criterion for entry. The 
committee has two or three permanent members, but in addi- 
tion all the professorial members of the Faculty and some of 
the senior members of the staff of the teaching hospital are 
asked to serve in rotation. At Leeds also, while examination 
results and headmasters’ reports are taken into account, con- 
siderable weight is also attached to the impression made by a 
candidate at interview. This interview is carried out by a panel 
of interviewers, each candidate being seen by three members of 
the panel. 

Integration of Subjects in Curriculum 

The integration of subjects in the medical curriculum in the. 
Birmingham Medical School has been carried a step further 
during the present year. Following the three-months intro- 
ductory clinical course in medicine and surgery, obstetrics, 
paediatrics, pharmacology, pathology, and social medicine, the 


teaching in these subjects is now spread over the whole of the 
three clinical years, and these subjects are all included in the 
final examination. This examination has been divided into 
three parts, the first of which can be taken 12 months before 
the other two. There is now only one examination between 
that in anatomy and physiology and the final examination. 
Moreover, for the final examination boards of examiners have 
been ‘formed so that, for instance, the professor of pathology 
will take part in the examination in surgery and medicine. In 
this way it is hoped to demonstrate to the student an essential 
unity in the subjects which he has to study and, particularly, 
that pathology is the fundamental basis of medical practice. 
In the School of Medicine at Leeds a major review of the entire 
curriculum is being undertaken, and in this the views of the 
Goodenough, the B.M.A., and the Royal College of Physicians 
Committees, together with the recommendations of the General 
Medical Council, are being taken into account. 

At the Medical School, King’s College, Newcastle-upon- 
Tyne (University of Durham), several changes will be made 
in 1951 in the courses of study for the M.B., B.S. degree. 
The pharmacology course will be spread over a period of 
three terms, in place of the previous two terms, and will be 
given in the first clinical year. The course in pathology and 
bacteriology will be increased from three to six terms, and the 
examination, which forms Part I of the third M.B., B.S., will 
be taken at the same time as Part II (public health and medical 
jurisprudence)—that is, in the Epiphany term of the fifth year. 
There will also be changes in the arrangements for clinical 
appointments in the teaching hospital. The introductory clini- 
cal course will be given during the Easter term of the third 
year, and clinical appointments will begin in July in place of 
the previous arrangement whereby these appointments began 
in October. The clinical appointment in midwifery and gynaeco- 
logy has been increased from three months to six months, and 
the requirements as to residence in midwifery increased from 
one month to two months. Junior and senior appointments 
will be held with one month’s residence in each period. By 
agreement with the Newcastle-upon-Tyne Regional Hospital 
Board and the Newcastle Management Committee, part of this 
residence will be at the Newcastle General Hospital. 

At Liverpool there have been no changes of a major kind in 
the curriculum, but classes in clinical pathology and clinical 
psychiatry are being more closely related to the study of clini- 
cal medicine in the wards. Dressing in the casualty department 
has also been more closely related with surgical ward work. 

One interesting departure at Liverpool is the extension of 
facilities to students (already exempted from‘some of their 
premedical subjects) to attend, without further fee, classes of 
general cultural interest in other faculties. Many students 
have availed themselves of this, and it has proved a very 
successful venture. The classes attended have been principally 
in languages, social science, psychology, law, philosophy, and 
statistics, all of which will prove of undoubted use at a later 
stage of their career. 

New developments at Leeds Medical School during the year 
include the institution of a chair in medical physics, and it is 
hoped that full-time chairs in surgery and in obstetrics and 
gynaecology, which have long been planned, will be filled in 
the near future. Accommodation in the School of Medicine 
is now insufficient for the needs of many departments, including 
the library, where the problem is very acute. The difficulty is 
being overcome so far as possible by the acquisition and con- 
version of suitable houses in the neighbourhood. This, of 
course, is a temporary expedient, and the problem will not be 
wholly met until the long-term plans for a new medical school 


are put in operation. 


Curriculum Rearrangements 


At Bristol the curriculum for social and preventive medicine 
is being rearranged, and the teaching in this subject has been 
advanced into the preclinical years, some lectures on vital 
statistics being given in the second year, and the main course 
of social and preventive medicine proper will in future begin 
in the third year, and be continued with lectures and demonstra- 
tions in the fourth and fifth years. By this means it is hoped 





nt gs 


en ois al saan 
8 





i 


ae a 


512 Auac. 26, 1950 


UNIVERSITY MEDICAL CENTRES OUTSIDE LONDON 


BritisH 
MEDICAL JOURNAL 





to give the students an insight into social problems from their 
earliest years and to maintain this interest throughout their 
course. 

In the Sheffield Faculty of Medicine, from October of this 
year, the chair of obstetrics and gynaecology will be established 
upon a full-time basis. The first occupant of the chair under 
the new conditions will be Mr. Charles Scott Russell, lately 
reader in this subject in the University of Manchester.: The 
new orientation in regard to respiratory disease is shown in 
the change of title of the lecturer in tuberculosis to that of 
“lecturer in chest diseases.” The recently appointed venereo- 
logist for the Sheffield area becomes lecturer in this subject at 
the University. 

The increasing number of students at Sheffield has recently 
raised difficulties in relation to residential hospital accommoda- 
tion and refectory facilities. These difficulties have been greatly 
eased by the opening of a residency within the precincts of the 
Royal Hospital, providing living accommodation for 10 students 
and refectory facilities for some 70 to 80. The student health 
service (which, of course, covers not only the Faculty of Medi- 
cine but the whole University, as well as the nursing staff of the 
United Sheffield Hospitals) continues to expand. A second 
assistant medical officer has just been appointed. B.C.G. 
vaccination is available to all who require or wish it. 

From Birmingham Medical School it is reported that the 
experiment of appointing two professors of pathology is proving 
a great success, and the extent of the research work now being 
undertakep by them is impressive. The provision of new 
accommodation for cancer research is almost complete, and 
negotiations are being undertaken with the British Empire 
Cancer Campaign whereby the cancer research laboratories 
will be taken over by the department of pathology. The 
anatomical research laboratories are, at long last, nearing 
completion. The department of neurological studies still lacks 
a professor or a reader in psychiatry, but the staff has been 
strengthened by the appointment of a first assistant. The dean 
mentions the continued help and encouragement which the 
medical faculty and the teaching hospital receive from the 
regional hospital board. “The occasions on. which this has 
occurred are too numerous to detail, but mention should be 
made of the joint appointment of regional consultant advisers 
in plastic surgery, neurosurgery, and thoracic surgery, and of 
the provision at Dudley Road Hospital of residential quarters 
for students attending that hospital for clinical instruction in 
obstetrics. The cost of this building has been defrayed by the 
University Grants Committee.” 


Clinical Research Laboratories at Manchester 


Before the war, laboratory facilities for clinical research in 
the Faculty of Medicine in the University of Manchester were 
confined to one laboratory. An important development in 
recent years has been the provision of clinical research labora- 
tories for the departments of medicine, haematology, research 
in rheumatism, and cardiology at the Manchester Royal 
Infirmary. A new operating theatre and ancillary accommo- 
dation for neurosurgery was opened by Lord Webb-Johnson 
earlier in the summer. In addition, a temporary clinical sciences 
building is now in course of erection.and this will provide 
accommodation for research in pathology, rheumatic diseases, 
experimental medicine and surgery, occupational health, child 
health, and oto-rhino-laryngology. There are also laboratory 
facilities at the Manchester Royal Eye Hospital for the 
department of ophthalmology. 

The first full-time professor of psychiatry at Manchester has 
now taken up his appointment, and it is hoped shortly to pro- 
vide more extensive accommodation and better arrangements 
than now exist for undergraduate and postgraduate teaching in 
psychiatry. 

Until a year ago the clinical subjects in the final examina- 
tion for the degrees of M.B., Ch.B. had to be taken together. 
A recent development has been the division of this section of 
the final examination into Part II (obstetrics and gynaecology, 
and paediatrics) and Part III (medicine and surgery), though 
both parts of the examination may be taken concurrently if 
the student so desires. 


When the period of compulsory residence is introduced about 
100 posts will be required, but there should be no difficulty in 
providing these in the hospitals of the Manchester Regional 
Board and of the board of governors of the United Manchester 
Hospitals. 

Lectures in the history of medicine are to be instituted next 
session. 


The Welsh National School of Medicine 


The most important development in the Welsh National 
School of Medicine (University of Wales) is in connexion with 
an entirely new medical teaching centre. This scheme has been 
under continuous consideration and negotiation for several 
years, but is now taking concrete form. The Cardiff City 
Council has agreed to sell land—at present open space within 
easy reach of the centre of the city—extending to 53 acres for 
an entirely new general hospital and medical school. It is 
possible that other units serving the Welsh Regional Hospital 
Board will also be erected on this site. Application has been 
made to the Treasury to acquire the site and proceed with the 
scheme. 

Other developments in the Welsh National School have 
included the reallocation among the visiting staff of beds in 
the Cardiff Royal Infirmary and the Llandough Hospital 
(formerly municipal but now one of the United Cardiff Hospi- 
tals), and transport to Llandough has been arranged which 
enables the beds to be much more fully used for teaching. 
A new chair and department of child health have been estab- 
lished, centred mainly on Llandough Hospital. A new central 
library for the Medical School was formally opened by the 
vice-chancellor of the University, and in conjunction with it 


‘an examination-room has been added in order to cope with the 


increased number of candidates for the Welsh degrees. The 
new Institute of Pathology, which has been under construction 
for some years, is nearing completion. When it is finished 
accommodation at present used for pathology will become 
available for research in anaesthetics, which is recognized as 
the responsibility of the Medical School. A rew maternity 
hospital of 87 beds, with accommodation for teaching students 
in midwifery and in the health of the newborn, the erection of 
which was begun before the war, but was suspended, is now 
being completed. 








QUALIFYING DEGREES AND DIPLOMAS 


In Great Britain medical degrees or diplomas are awarded by 
the universities and also by certain licensing corporations. The 
abbreviations for registration following a pass in the final 
examinations are: M.B., Ch.B., U.Birm.; M.B., Ch.B., 
U.Brist.; M.B., B.Chir., U.Camb.; M.B., B.S., U.Durh.; 
M.B., Ch.B., U.Leeds; M.B., Ch.B., U.Lpool.; M.B., B.S., 
U.Lond.; M.B., Ch.B., V.U.Manc.; B.M., B.Ch., U.Oxfd. ; 
M.B., Ch.B., U.Sheff.; M.B., B.Ch., U.Wales; M.B., Ch.B., 
U.Aberd.; M.B., Ch.B., U.Edin.; M.B., Ch.B., U.Glasg.; 
M.B., Ch.B., U.St.And.; M.B., B.Ch., Q.U.Belf. ; M.B., B.Ch., 
U.Dubl. (also L.Med., L.Ch., U.Dubl.) ; M.B., B.Ch., N.U.Irel. ; 
L.M.S.S.A.Lond. ; L.A.H.Dubl. ; L.R.C.P.Lond,, M.R.C.S.Eng. ; 
L.R.C.P., L.R.C.S.Ed. ; L.R.F.P.&S.Glas. ; L., L.M., R.C.P.Irel. ; 
L., L.M., R.C.S.Irel. 


The Conjoint Boards 


About one-fifth of those who qualified last year took the 
diplomas in the English Conjoint. Candidates for the English 
Conjoint are examined by the examining board in England of 
the three Royal Colleges (Examination Hall, Queen Square, 
W.C.1). Three examinations have to be passed: a pre-medical 
examination ; a first examination in anatomy, physiology, 
pharmacology, and materia medica; and a final examination 
in pathology and bacteriology, medicine, surgery, and midwifery 
and gynaecology. Candidates are required to complete the 
medical curriculum extending over not less than 57 months of 
study at recognized med:cal schools and hospitals, and to pass the 
professional examinations in accordance with the regulations 
after passing any two parts of the pre-medical examination. 
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The examining board does not itself conduct the pre- 
liminary examination in general education, but it recognizes 
a number of matriculation examinations and school-leaving 
certificates. 

The board’s examinations are conducted four times a year, 
and candidates are required to give notice to the secretary of 
the board 21 days before the examination. The first medical 
examination is in two parts: (1) anatomy and physiology, 
written, oral, and practical, and (2) pharmacology and materia 
medica, oral only. In the final examination, medicine and 
surgery and midwifery and gynaecology are written, clinical, 
practical, and oral; pathology is written and oral only, and 
may not be taken alone as the last part of the examination. 

Candidates with evidence of not less than 27 months’ recog- 
nized clinical study subsequent to passing in anatomy and 
physiology are admissible to any one part only of the examina- 
tion ; on the completion of 30 months’ study they are admissible 
to one or two further parts, or to three parts if presenting 
themselves for the first time. Candidates may not enter for 
the last part of the examination until they have completed 
33 months’ clinical study. 

The board will be issuing new regulations regarding the 
acceptance of the general certificate in education, but as the 
Royal Colleges have not yet given final approval to those 
regulations they cannot be incorporated in this article. 

The two Royal Colleges of Edinburgh and the Royal Faculty 
of Glasgow have an arrangement by which after one series of 
examinations students may obtain diplomas of the three co- 
operating bodies. Each of these bodies grants its single diploma 
after examination, but this does not confer the right to qualify- 
ing registration. Professional study embraces a certified period 
of not less than five academic years, in the last three of which 
clinical subjects must be studied. The first examination 
embraces physics, chemistry, and biology ; the second, anatomy 
and embryology, and physiology, biochemistry and biophysics ; 
and the third, pathology, materia medica, and pharmacology. 
The final examination is in two parts: the first, forensic medi- 
cine and public health ; and the second, medicine, surgery, and 
obstetrics and gynaecology. Candidates for the Scottish Con- 
joint may work at any of the medical schools of Great Britain 
and Ireland. Details may be obtained from the Registrar, 
18, Nicolson Street, Edinburgh, 8. 

The Royal College of Physicians of Ireland and the Royal 
College of Surgeons in Ireland issue a joint licence in medicine, 
surgery, and midwifery, and candidates are accepted from most 
of the medical schools at home and overseas. The regulations 
are obtainable from the secretary of the Conjoint Board, Royal 
College ef Surgeons, St. Stephen’s Green, Dublin. 


Other Registrable Diplomas 


The Society of Apothecaries of London (Apothecaries’ Hall, 
Blackfriars Lane, London, E.C.4), which was constituted by the 
Royal Charter of James I in 1617, confers a diploma registrable 
under the Medical Act, 1886. Examinations for the final sub- 
jects are held monthly except in September. Examinations in 
anatomy, physiology, and materia medica are held in January, 
April, July, and October. 

The licentiateship of the Apothecaries’ Hall of Ireland (95, 
Merrion Square, Dublin) also entitles to registration under the 


‘Medical Act, 1886. It enables the holder to practise pharmacy 


as well as medicine, surgery, and midwifery, which means that 
he may if he so desires open a medical hall. 

Diplomas in medicine and surgery registrable in the Com™mon- 
wealth List are granted by the Universities of Sydney, Queens- 
land, Adelaide, and Melbourne, Ceylon Medical College, Uni- 
versity of Ceylon, University of Hong Kong, Royal University 
of Malta, Newfoundland Medical Board, University of New 
Zealand, the Universities of South Africa, Capetown, and the 
Witwatersrand, the King Edward VII College of Medicine, 
Singapore, and the University of Malaya. Under certain condi- 
tions diplomas of universities and colleges in the several 
provinces of Canada are registrable; also, with some excep- 
tions, and subject to dating, the Universities of India, 
the Punjab University, Pakistan, and the University of 
Rangoon. 


: Higher Qualifications 


The Royal College of Physicians of London confers its 
membership (M.R.C.P.Lond.) by examination. The pass for 
membership is a written examination in the form of a paper 
on questions of medical anatomy, pathology, principles of medi- 
cine ; a paper on questions of the practice of medicine, including 
the principles of public health, and on psychological medicine ; 
a clinical examination in the clinical wards of a hospital ; and 
oral examinations. Fellowship of the College is subject to 
election by the Fellows. 

The Royal College of Surgeons of England grants its Fellow- 

ship (F.R.C.S.Eng.) to those who pass its primary and final 
Fellowship examinations. The primary examination, partly 
written and partly oral, is held in January and July, and the 
final examination, partly written, partly practical, and partly 
oral, and including the examination of patients, is held in May 
and November. The College also grants a Fellowship in Dental 
Surgery (F.D.S. R.C.S.Eng.) to those who pass its primary and 
final Fellowship examinations. 
- The examination for the Membership of the Royal College 
of Obstetricians and Gynaecologists is designed for practi- 
tioners who wish to specialize in obstetrics and gynaecology. 
All candidates must have been entered on the Medical Register 
for at least three years. Before entering the examination they 
must fulfil regulations by holding resident appointments recog- 
nized by the College for six consecutive months in general 
medicine, six consecutive months in general surgery, 12 months 
in obstetrics, and 12 months in gynaecology. Following this 
training candidates are required to present records of cases 
under their care and written commentaries, all of which must 
be accepted before the candidates proceed to the examination. 
The examination consists of two written papers of three hours 
each, a clinical examination, and a viva voce examination 
including pathology. The Fellowship (F.R.C.O.G.) is granted 
to members who are considered to have advanced the science 
and art of obstetrics and gynaecology. 

The Royal College of Physicians of Edinburgh elects as a 
member any licentiate of a British or Irish College or any 
graduate in medicine of an approved university with whose 
knowledge of medical and general science the College is 
satisfied. No candidate is admitted to the examination before 
the expiration of two years from the date of original qualifica- 
tion. The examination is in the principles and practice of medi- 
cine and also in a department of medicine selected and offered 
by the candidate and approved by the council, in which a high 
standard of proficiency is expected. The fee for the member- 
ship examination is 35 guineas. Fellows of the College must, 
before election, have been Members of the College for at least 
three years. Elections are made at quarterly meetings of 
Fellows, and a three-fourths majority by ballot is necessary. 

The Fellowship examination of the Royal College of 
Surgeons of Edinburgh consists of two parts: the first, a 
written paper and an oral examination in anatomy and physio- 
logy and in pathology and bacteriology ; the second, a written 
paper, a clinical or practical examination, and an oral exami- 
nation in the principles and practice of surgery, and in an 
optional subject chosen by the candidate from the following: 
surgical pathology and operative surgery; laryngology, oto- 
logy, and rhinology; obstetrics and gynaecology ;' and 
ophthalmology. 

The Royal Faculty of Physicians and Surgeons of Glasgow 
grants, after examination, a Fellowship gua physician and a 
Fellowship qua surgeon registrable by the General Medical 
Council as an additional qualification (F.R.F.P.S.G.). Admis- 
sion is by examination and subsequent election. Candidates 
for the Fellowship in medicine must have been in possession 
of a recognized medical qualification for not less than three 
years and must have been engaged during one of these years 
in full-time clinical work in a recognized hospital and have 
spent two other postgraduate years in approved medical work. 
The examination comprises a clinical examination in medicine, 
written and oral examinations in the principles of medicine 
and medical pathology, and written and oral examinations in 
the practice of medicine and therapeutics. Candidates for 
admission to the Fellowship in surgery are required to possess 
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a recognized medical qualification and to pass a prinary and 
a final examination. The primary examination consists of 
written and oral examinations in anatomy, physiology, patho- 
logy, and bacteriology. For admission to the final examination 
candidates must have been in possession of a recognized medi- 
cal qualification for not less than three years and produce 
evidence that they have been engaged, after qualifying, for one 
year in full-time clinical work in a hospital approved by the 
council and a further two years in the study of surgery. The 
Final examination comprises a clinical examination in surgery, 
written and oral examinations in surgical anatomy and surgical 
pathology, and written and oral examinations in surgery. 
Alternatively, candidates may submit themselves for exami- 
nation in one of the following subjects: obstetrics and gynaeco- 
logy, ophthalmology, and oto-rhino-laryngology, with such 
medicine and surgery as is related to the special subject. 

The Royal College of Physicians of Ireland grants to regis- 
tered medical practitioners, as the result of examination, its 
membership (M.R.C.P.L.), its licence in medicine (L.M.), and 
its licence in midwifery (L.Mid.). The College grants its 
Fellowship (F.R.C.P.I.), for election to which only members 
of the College are eligible. 

The Royal College of Surgeons in Ireland requires two 
examinations — primary and _ final—for its Fellowship 
(F.R.C.S.L.). The first is in anatomy, physiology, and patho- 
logy, and the second in surgery. A one-year course for the 
primary starts in October each year and lasts three terms. 

All the universities confer the higher qualification of Doctor 
of Medicine and Master of Surgery. Liverpool confers the 
degree of Master of Orthopaedic Surgery (M.Ch.Orth.U.Lpool.), 
intending candidates for which must be holders of an F.R.C.S. 
or F.A.C.S. before beginning the course. The Mastery of Mid- 
wifery of the Society of Apothecaries of London (M.M.S.A.) is 
designed to give evidence of practical experience in antenatal 
care, midwifery, and infant welfare, and their relation tp 
hygiene and preventive medicine. Examinations are held twice 
yearly, in May and November. The Irish universities offer the 
degree of Master in Obstetrics (M.A.O.). 

The Mastery of Surgery of Oxford, which is conferred as the 
result of an examination, is a degree admitting primarily to the 
Register. To obtain the D.M.Oxfd. requires the presentation 
of a thesis satisfactory to the Faculty Board. University 
requirements for the higher qualifications vary, and particu- 
lars should be obtained from the one selected. 








THE ENROLMENT IN MEDICINE 


The total number of names in the current Medical Register is 
78,140, which is higher by 5,000 than the average of the last 
ten years. Of these registrations, 69,611 were in Great Britain 
and Ireland ; 6,570 were in the Commonwealth, and 1,905 were 
foreign. Only 54 remained on the temporary list, from which, 
following the passage of the Medical Practitioners and Pharma- 
cists Act, 1947, over 4,400 names were removed in 1948. The 
names remaining are those of persons whose applications under 
the new Act have not been finally determined. 

The following table gives the position of the Medical 
Register during the last ten years: 


Added by Death or 
Year Registration Restoration Removal Total No. 
1940 .. 2,384 me 37 na 1,102 ns 64.697 
1941 .. 3,296 ai 16 soi 996 we 66,992 
1942 oc ae ei 7 as 1,127 a. 69,428 
1943 oe aeoae ae 13 - 1,091 is 71,882 
1944 so ae ~ 11 nts 1,218 Ka 73,646 
1945 .. 2,666 wa 11 i 1,190 ni 75,133 
1946 mee fae 14 “ 1,092 it 76.292 
1947 ee bs 10 a 1,160 an 77,929 
1948 .. 3,968* nai 16 of 4,467* ‘7 76,292 
1949 3,109 se 19 1,280 a 78,140 


*Unusual ‘figures due to removals from temporary list and (in 
lesser number) additions to permanent list. 

The numbers of medical practitioners on the Register at each 
five-yearly period since 1876, when the information was first 
compiled, as well as the number of additions, are shown in the 
following graphs: 
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The task of training students to be doctors is shared between 
the teaching hospitals and the universities. Im London the 
twelve undergraduate teaching hospitals, each with its group of 
satellite institutions, have been designated as teaching centres. 
In the regional hospital centres of England and Wales the exist- 
ing teaching hospitals, again with their groups of associated 
hospitals, have been similarly designated. The teaching hospitals 
remain separate from, though closely linked with, both the 
regional services and the university. They are specially selected 
centres for medical training, drawing their patients from a wider 
area than the ordinary hospital. The board of governors of 
each teaching centre comprises nominees of the university, of 
the regional board, and of the doctors actually teaching in the 
hospital, as well as other persons appointed by the Minister in 
consultation with local health authorities and other interested 
bodies. In Scotland, hospitals are not designated as teaching 
hospitals, and all of them come under the jurisdiction of the 
five regional hospital boards, but special provision is made for 
inclusion in the boards of management of these hospitals of 
nominees of the university on which the region is centred and 
also of the teaching staff of the hospitals. In Northern Ireland . 
there is a duty upon the hospitals authority—a body corporate 
appointed by the Minister of Health and Local Government—to 
provide the Queen’s University of Belfast with adequate 
facilities for medical teaching. 


The Student Entry 

The number of medical students admitted to the schools of 
Great Britain and Ireland during the academic year 1949-50 
was approximately 2,734. ° Returns are still awaited from three 
of the schools, but an estimate has been made of the number 
of admissions in these schools, based on the average of the last 
four years. 

The table of student admissions for recent years is as 
follows: 





1942-3 as -- 2,468 1946-7 a o« 2a 
1943-4 eg os sae 1947-8 a os gee 
1944-5 ~ os ala 1948-9 2.653 
1945-6 we -.- 2,610 1949-50 (approx. ) 2, 734 
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The number of passes and rejections in the final or qualifying 
examinations held in 1949 by the various examining bodies was 
as follows: 


Passes Rejections 
Medicine es ps «« 2s da sais 1,561 
Surgery a a oo ae ies = 1,802 
Midwifery Ms a oe 26 wa ca 1,615 


The proportion of passes in all three subjects was highest at 
St. Andrews (86, 87, and 91% respectively), and lowest at Leeds 
(47% in all three). 

In the examinations in anatomy and physiology the highest 
percentage of passes was in the University of Wales for anatomy 
(86%) and in the University of Durham for physiology (90%). 
Nearly a quarter of the students took these examinations in the 
University of London, where the pass rate was 79 and 78% 
respectively. 

The following table, which has been compiled from the report 
of the University Grants Committee (H.M. Stationery Office, 
1949), shows the number of professors and other teachers in the 
London medical schools : 
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| Assistant | 
| Readers, Lecturers 
Medical School Professors | Assistant | Lecturers and Others 
Professors Demon- 

Strators | 
Charing Cross | 4 | 2 1 8 (_— 
Guy’s e aa 8 5 | 8 19 jo 
King’s College oo | 2 1 H 5 4 — 
London be sah 7 7 12 8 m= 
Middlesex ‘ 10 | 4 3 12 | 16 
Royal Dental 1 _— = | —_— 4 
Royal Free .. | 3 | 7 5 18 ; o— 
St. Bartholomew’s | 8 | 3 2 36 — 
St. George’s .. om — | — 4 4 —_ 
St.Marys .. .. | 6 | 6 17 6 <= 
St. Thomas’s . . a | 7 4 7 9 3 
University College 7 2 2 18 — 
Westminster .. i 2 } — 8 7 1 

British Postgraduate | 

Medical Federation 9 5 H 47 13 ; 12 

London School of | 

Hygiene and Tropi- | , 4 
$ 1 | | 


The number of students in these schools was 4,491 men and 
785 women. Just over 20% of the full-time students in British 
universities are training for medicine and dentistry. 

The number of men and women entering as medical students 
is not yet up to the level of 1947-8, the year which saw the 
influx of those whose studies had been delayed by war service. 
but it is likely that the number will grow despite the difficulty of 
the schools in accepting a larger admission. It was estimated in 
1948 that that year’s output of qualified people from the schools 
(2,156*) would need to be increased by at least 14% if the 
demands of the Health Service were to be met, and probably 
that figure was an underestimate. 

The Dean of the Faculty of Medicine of Birmingham 
University writes as follows: 


“The National Health Service has had one unfortunate effect on 
medical education because a far greater number of students than 
previously wish to become consultants and not general practitioners. 
Complaints have been received that the recruits for general practice 
from this university have been few in number. Professor Smout is 
making inquiries abut the subsequent careers of all medical students 
who have gone down from the University during the last ten years. 

“A large number of young graduates, after holding a house 
appointment, now become registrars in teaching and other hospitals, 
intending to train as consultants. Whilst holding these appointments. 
which may last for seven years, they are paid a salary rising from 
£670 in the first year to £1,200 in their last year. Although larger 
numbers of consultants are required, saturation point, or financial 
consideration, may call a halt, and it is estimated that less—some 
people believe much less—than 20% of new medical graduates will 
be able to secure positions as consultants; the great majority will 
have to go into general practice. Although the holding of a junior 
registrarship should be of great advantage to anyone taking up 
general practice it will be unfortunate if general practitioners have 
to be recruited from the ranks of disappointed ‘ trainee consultants.’ ”’ 








*The registration figure for 1948 given in the table includes a very 
large number of foreign and Commonweatlh registrations. 





THE TRAINING OF PATHOLOGISTS 


In 1948 the Royal College of Physicians appointed a Committee 
on Pathology “to inquire into the training and recognition of 
medical specialists in pathology, and to make recommenda- 
tions concerning this branch of medical practice in the future.” 
The following were the members: The president; Dr. J. H. 
Dible (chairman); Dr. G. S. Wilson; Sir Lionel Whitby ; 
Dr. S. C. Dyke; Dr. E. N. Allott; Dr. R. J. Pulvertaft ; 
Dr. W. G. Barnard; Dr. G. Payling Wright ; Dr. T. F. Hewer ; 
Dr. S. P. Bedson ; Dr. W. H. McMenemey ; Dr. A. H. T. Robb- 
Smith; Sir Philip Panton; Dr. A. W. Downie; Dr. A. F. S. 
Sladden ; and the registrar. 

The committee’s report emphasizes that the specialist in 
pathology should be adequately acquainted with clinical work. 
To ensure this it is recommended that a minimum of one year 
should be spent in clinical training after registration; six 
months of this should be spent as a resident house-physician 
in general medical wards and the remainder in clinical appoint- 
ments, not necessarily medical. Service in the Forces should 
be counted as clinical training up to a maximum of six months. 
A higher qualification in general medicine or surgery is regarded 
as valuable, but the report also recommends that the Colleges 
should consider instituting a joint postgraduate diploma in 
pathology. “Such a diploma should ensure that a high stan- 
dard is demanded of the trainee pathologist, clarify the status 
of pathologists, and be of assistance to administrative bodies 
concerned with the grading and appointment of hospital patho- 
logists.” Though the acquisition of a diploma is considered 
desirable it should not be regarded as the hallmark of a 
specialist or as entitling its possessor to consultant or specialist 
status. 

Specialist Training 

The specialist, continues the report, should receive at least 
five years’ training, most of it in a teaching hospital. Since 
teaching hospitals now have insufficient facilities for training 
all the pathologists required, the committee recommends that 
during the first two years the trainee should receive a general 
training in all branches of clinical pathology in a laboratory 
approved for this purpose by the university of the region. Of 
the subsequent three years, one year should be spent in a 
university laboratory or a laboratory associated with a uni- 
versity department of pathology, where the trainee should be 
free from routine responsibility and able to study fundamental 
principles. Alternatively, he might spend this year on an 
approved course or holding a research scholarship. For the 
remaining two years the trainee would study the specialty in 
which he intends to work. A generous provision of posts is 
needed in hospital laboratories and in the departments of clini- 
cal pathology of universities and teaching hospitals. Candidates 
for training should be selected by boards of governors or by 
regional boards in consultation with the appropriate university, 
though this recommendation is not intended to interfere with 
the freedom of selection now exercised by such bodies as the 
universities and the Medical Research Council. 


Recognition of Pathologists 


The recognition as consultants or specialists of those hold- 
ing appointments in the National Health Service should be 


based in particular on the following criteria: 

(1) Age. This should be the same as that recommended in the 
Spens Report for full consultants in other specialties—namely, in 
general 32, and in exceptional cases 30-31. 

(2) There should have been a minimum of five years’ work in a 
pathological laboratory after qualification. 

(3) Consideration should be given to the position now held— 
whether in charge of a laboratory of fair size, or a department in 
a large laboratory, or comparable post. The fact of holding such 
a post should not of itself necessarily qualify the incumbent as a 
consultant. 

(4) It is desirable that a consultant should have had an adequate 
training and experience in all branches of pathology, but the 
absence of experience in all branches should not necessarily be a 
disqualification. 

(5) The general training of the consultant should have been in a 
laboratory of satisfactory status with special training appropriate to 


the post held. 
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(6) Consideration should be given to the possession of special 
experience, whether clinical experience or training in some other 
branch of science, before entering into pathological work. 

(7) Consideration may be given to the possession of higher degrees 
or qualifications, but the absence of these should not be a 
disqualification. 

(8) Due consideration should be given to contributions to know- 
ledge in the subject. 

(9) Consideration should be given to the professional standing of 
the pathologist among his colleagues. 











TRAINING COURSES IN PSYCHIATRY 


A full training in psychiatry is obtainable in London at the 
Institute of Psychiatry, associated with the Maudsley Hospital 
and Bethlem Royal Hospital (see also “ Postgraduate Education 
in London” at p. 507). Basic training normally covers a 
period of three years after adequate experience elsewhere in 
general medicine, and is based on responsible clinical work 
under supervision. The aim is to provide a wide training in 
the many branches of clinical psychiatry and its basic sciences. 

Vacancies for registrars and house officers are available each 
quarter with the Maudsley Hospital and Bethlem Royal Hos- 
pital. The fees payable by those who attend the teaching at 
the Institute of Psychiatry without holding hospital appoint- 
ments are: for clinical instruction only, 10 guineas for three 
months ; 15 guineas for six months, and 20 guineas for twelve 
months ; for clinical instruction and all first- or second-year 
lecture and demonstration courses, 20 guineas for one term 
and 50 guineas for one year ; and for first- or second-year lec- 
ture and demonstration courses only, 12 guineas for one term 
and 30 guineas for one year. The enrolment fee is £1. By 
arrangement with certain regional authorities, trainees in 
psychiatry holding posts at mental hospitals in the region in 
question are granted a reduction in fees. Fuller information 
may be obtained from the Dean, Maudsley Hospital, Denmark 
Hill, S.E.5. 

The National Association for Mental Health (39, Queen Anne 
Street, W.1) arranges training courses in child psychiatry. 
Fellowships are given to enable qualified psychiatrists to 
obtain special training in child guidance at a recognized 
training clinic, and these are tenable at a number of clinics 
in Gréat Britain. The usual course of training covers 12 
months, half-time, and is recognized as a qualification for 
the medical directorship of a child-guidance clinic. The 
association also runs each year two courses, each of three 
weeks, on educationally subnormal children and mental defec- 
tives. These are in conjunction with the extra-mural depart- 
ment of the University of London and are recognized by the 
Ministry of Education in relation to the approval of medical 
officers under the Handicapped Pupils and School Health Ser- 
vice Regulations. A week’s refresher course is being organized 
in conjunction with the same department of the University for 
doctors who attended the association’s three weeks’ course 
prior to the passing of the Education Act, 1944. 

The Tavistock Clinic (2, Beaumont Street, W.1) specializes 
as a centre for the out-patient treatment of children and adults 
with psychiatric disabilities. The educational programme 
includes courses for psychologists and social workers as well 
as doctors. It organizes with the National Association for 
Mental Health (see above) the 12-month half-time course for 
psychiatrists specializing in child psychiatry. 

The Institute of Psycho-Analysis (96, Gloucester Place, W.1) 
furnishes a part-time course, lasting about four years, in psycho- 
analytic theory and technique. It includes a personal analysis, 
attendance at lectures and seminars, and clinical work under 
supervision. The Institute does not set out to teach all aspects 
of psychiatry, and general psychiatric experience must be 
obtained at other clinics and hospitals. 

Courses in psychiatry, full-time, beginning in October, are 
given at Bristol (two terms) for Part I D.M.P.(Bris.), fee 15 
guineas; at Edinburgh (five weeks) for Dip.Psychiatry(Ed.), 
fee 25 guineas ; at Glasgow (two and a half weeks) for course 
in mental deficiency, fee 15 guineas ; at Leeds (two and a half 
years) for D.P.M.(Leeds); and at Manchester (one year). 
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These courses are usually taken in conjunction with clinical 
appointments at a mental hospital or similar institute. Arrange- 
ments have been made in Birmingham for full courses of 
instruction for the Diploma in Psychological Medicine. 








ENTRY INTO PRACTICE* 


The young doctor newly admitted to the Medical Register will 
usually begin his professional career by serving one or more 
terms as a resident hospital officer, but very soon he will have 
to decide in which branch of practice his future lies, and once 
this choice has been made he should seek the training and 
experience which will best fit him for his vocation. It may 
become more difficult as time goes on to change from one 
form of practice to another without retracing his steps and 
starting again from the beginning. 


Specialist Practice 

A young practitioner who contemplates a specialist career 
should seek guidance from a senior consultant in the specialty 
of his choice, from the dean of the medical school, or from the 
director of the British Postgraduate Medical Federation. The 
introduction of the National Health Service has not affected the 
mode of entry into specialist practice. After the initial house 
appointment the trainee specialist competes for promotion to 
more senior resident posts, his ultimate aim being appointment 
to the staff of a hospital or hospitals in either a whole-time or 
a part-time capacity. Meanwhile, one of his first steps should 
be to obtain the higher qualifications and diplomas, without 
which he cannot hope to compete for suitable appointments in 
the hospital or public health services. The crucial step is that 
from registrar or similar status to the higher grades, and it is 
to be hoped that, once the needed increase in hospital estab- 
lishments can take place and the demand for specialists be 
equated with the supply from new entrants, allowing for the 
normal wastage, the would-be specialist will be able to plan 
ahead with confidence in his ability to obtain appointments 
appropriate to his ability and experience. 


General Practice 


The impact of the National Health Service has been most 
felt in the field of general practice. The introduction of a 
service available to the entire population has brought about 
changes in the distribution of doctors which have profoundly 
modified entry into practice. These changes, together with the 
cessation of the buying and selling of goodwill, have swept 
away many traditions and introduced new problems. 

Every doctor who has chosen a career in general practice 
will aim at becoming a principal as soon as possible. But he 
must first gain experience, and to this end should seek a post 
as an assistant. It is now possible for a young doctor who has 
had no previous experience in general practice to serve an 
apprenticeship as a “trainee assistant” with a senior practi- 
tioner selected for the purpose, the principal receiving a grant 
for training and also a sum intended to cover the assistant’s 
salary and other expenses involved. A trainee assistantship 
lasts only for one year, after which the young doctor may 


wisely seek other temporary appointments, designed to secure - 


him experience in different types of practice. 

There are three methods of becoming a principal in general 
practice: 

1. To put up a plate—Always an uncertain and. expensive 
method. A doctor starting a new practice may apply for a 
basic salary of £300 a year, the granting of which is vested in 
the executive council or on appeal to the Minister. But there 
are other factors to be considered, such as obtaining a house, 
a car, furniture, and equipment. Even in advantageous condi- 
tions the outlook facing the “squatter” is hard. 

2. To take over a practice vacant by death or retirement.—It 
is the responsibility of the executive council to fill such vacan- 
cies, though actual appointments have to be approved by the 


wae from Section IV of the B.M.A. Annual Handbook, 
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Medical Practices Committee (see below). There is very keen 
competition for vacancies with large lists or in desirable sur- 
roundings. When the list is smaller it may be easier to obtain 
a vacancy, but the successful applicant faces, though in less 
degree, the difficulties that beset the “ squatter.” Even when 
there is no delay a practice suffers to some extent on change 
of hands. 

3. To obtain an assistantship with a view to succession or 
partnership.—This method offers security from the outset and 
is the method of choice for those who cannot command the 
resources to enable them to wait for their list of patients to 
grow. Introduction” is effected by the Medical Practices Advi- 
sory Bureau or one of the medical agencies, and after a proba- 
tionary period the assistant either becomes logical successor 
when his principal retires or is made a partner. 

Where a practitioner wishes to become a principal in a prac- 
tice he is required to apply for admission to the list of practi- 
tioners undertaking to provide general medical services under 
the Act. His application is to the executive council, and per- 
mission to practise is granted as a matter of course unless the 
area has been officially declared by the Medical Practices 
Committee to be adequately served. 


The Medical Practices Committee 


The Medical Practices Committee is mainly a professional 
committee with headquarters in London, established to super- 
vise the distribution of general practitioners under the National 
Health Service Act. It determines those areas in which the 
number of doctors is adequate, and in these areas no additional 
principal is likely to be accepted on the list except where 
replacement is necessary. The Medical Practices Committee 
has also an important function in relation to transactions which 
might be thought to involve concealed sales of goodwill. 


The Medical Practices Advisory Bureau 


Soon after the Act came into force there was seen to be a 
need for some central source of information where advice 
could be obtained by practitioners needing partners, assistants, 
or locumtenents, and by practitioners seeking such appoint- 
ments or desiring to transfer to another area. It was felt that 
advisory functions of this kind should be undertaken by a body 
which was not linked with central or local government, yet 
with a status and resources enabling it to establish and main- 
tain effective liaison with executive councils, local medical 
committees, and the Medical Practices Committee, and at the 
same time commanding the confidence of the profession. 

The Medical Practices Advisory Bureau was accordingly 
established as a department of the British Medical Associa- 
tion, under the direction of a member of its medical staff. 
Its functions are to maintain an information service about 
openings, to introduce partners, assistants, and locumtenents, 
and to advise on all associated problems. The facilities of 
the Bureau are available to any doctor, and free of charge to 
members of the British Medical Association. 

Address inquiries: Medical Director, Medical Practices 
Advisory Bureau, B.M.A. House, Tavistock Square, W.C.1, 
or to the Branch Offices: 33, Cross Street, Manchester, 2, and 
7, Drumsheugh Gardens, Edinburgh. 








PROFESSIONAL TRAINING OF ARMY MEDICAL 
OFFICERS 


Officers appointed to a regular commission in the Royal Army 
Medical Corps receive postgraduate professional training at the 
Royal Army Medical College, Millbank, $.W.1. This College 
has a director of studies and a tutorial staff for the teaching of 
Army health, military surgery, tropical medicine, psychiatry, 
radiology, dermatology, venereology, and entomology. 

At the College newly commissioned lieutenants on first 
appointment are given an introduction to the clinical prob- 
lems and procedures peculiar to military service in both 
temperate and tropical climates. Regular R.A.M.C. officers 
between their eighth and tenth years of service pass through 
the senior officers’ postgraduate course of professional studies. 


This course, divided into two parts, Jasts approximately for 
five months. The first part, of 10 weeks’ duration, includes 
revision in Army health and certain of the other subjects men- 
tioned above. The second part, which lasts for three months, 
consists of demonstrations and tutorials in clinical medicine and 
surgery, dermatology, and venereology. Those officers who 
qualify at the termination of this course and are recommended 
by the College council may undergo up to 12 months’ indi- 


- vidual advanced study for different specialties at approved 


university medical centres. 

The Queen Alexandra Military Hospital, Millbank, also 
provides clinical instruction, tutorials, and demonstrations for 
R.A.M.C. officers. ‘ 

The Department of Army Health at the College, in addition 
to the teaching of military hygiene, provides facilities for special 
study in the maintenance and enhancement of the health of the 
Army. There are laboratories for instruction in chemistry as 
applied to hygiene, and also in biochemistry, while in addi- 
tion there is an instructive and well-equipped hygiene museum. 
Officers intending to specialize and become Army health officers 
are given the opportunity of taking the D.P.H. during their 
specialist course and are assisted in obtaining their D.T.M.&H. 

The Department of Military Surgery gives instruction in the 
principles and practice of up-to-date military surgery, both 
general and regional. The syllabus includes the surgery of 
tropical diseases and the management of surgical conditions 
peculiar to service both at home and abroad. 

The Department of Tropical Medicine provides instruction 
and clinical demonstrations in tropical medicine, particularly 
in those disease processes to which Service personnel and their 
families are exposed in tropical areas. The College is recog- 
nized for the full course of instruction for the D.T.M.&H. 

The Entomology Department provides instruction in applied 
entomology as it affects Service personnel, while research is 
also carried out into insecticides, insect repellents, and various 
methods of pest control. Insects from all commands at home 
and overseas are referred to this department for identification. 

In the Department of Pathology there are lectures, demon- 
strations, and practical classes covering the laboratory diagnosis 
and pathological aspects of general, tropical, and preventive 
medicine and military surgery. Candidates for specialization in 
pathology receive six months’ training at the College, com- 
prising bacteriology, haematology, chemical pathology, and 
morbid anatomy. A further period of six months’ study in 
a particular branch of pathology is taken at a selected university 
medical centre. 

Finally, the Department of Psychiatry provides lectures and 
clinical demonstrations in psychiatry and psychopathology and 
the application of psychological principles to morale, discipline, 
personnel selection, and other purely military matters. Clinical 
demonstrations of cases and the use of modern methods of 
physical treatment and group therapy are held at Banstead 
Military Hospital and Belmont Hospital, Sutton. Demonstra- 
tions of selection tests are given by a personnel selection officer. 

Two revision courses in surgery a year are held at West- 
minster Hospital Medical School for senior officers of the 
Millbank College. 


Commissions in the R.A.M.C. 


Civilian doctors and released medical officers who have held 
a non-permanent commission. in the Royal Army Medical Corps 
during the emergency will be considered for appointment to 
short-service commissions in the R.A.M.C. for a total of eight 
years, the first period of which will be on the Active List 
and the remainder in the Regular Army Reserve of Officers. 
Civilian doctors will have direct appointment in the rank of 
lieutenant, and released medical officers, on certain conditions, 
in the rank of captain. Candidates must at the time of applica- 
tion be (a) normally not over 30 years of age ; (b) British sub- 
jects or citizens of the Irish Republic, and sons of British sub- 
jects or citizens of the Irish Republic ; and (c) registered under 
the Medical Acts in force in Great Britain and Northern Ireland. 
During their service on the Active List they will be considered 
for appointment to a regular commission, and if they do not 
want, or are not selected for, such commission they will receive 
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at the end of their period of service on the Active List a 
gratuity of £150 a year for each year’s completed service (three 
years or over). 

Conditions of service and forms of application can be 
obtained from the Assistant Director-General, Army Medical 
Services (A.M.D.1), Lansdowne House, Berkeley Square, 
London, W.1 (GROsvenor 8040; Ext. 548). 

On the nomination of the Central Medical War Committee 
(B.M.A. House, London) doctors are appointed to national 
service commissions in the rank of lieutenant. During their 
service they can apply for a short-service commission and 
subsequently .be considered for a permanent commission under 
the conditions stated above: 








MEDICAL SCHOOLS AT OXFORD AND 
CAMBRIDGE 


At Oxford University the number of new preclinical students 
continues to be restricted by decree. During the coming 
academic year 55 men and 10 women will again be admitted. 
Students who have done recognized national service and who 
were born before January 1, 1929, may be admitted in addi- 
tion. The selection of candidates is made by a central uni- 
versity committee from names put forward by colleges, so 
that preliminary acceptance by a college is essential for any 
prospective medical student. 

All new students at Oxford are required to take the second 
public examination of the University in order to qualify for 
the B.A. degree. Although almost all medical students con- 
tinue to take the final honours school of animal physiology, 
a few students take instead the final honours school of psycho- 
logy, philosophy, and physiology. This course normally 
occupies a medical student for two years after he has passed 
the first B.M. examination in anatomy and physiology, and 
the number of students who may read for this honours school 
is limited. A new final honours school of biochemistry has been 
created which lasts four years and is not primarily intended 
for medical students. A new University laboratory of physio- 
logy is now being built, and some of the other preclinical 
departments will be enlarged in due course. 

The clinical section of the medical school at Oxford con- 
tinues to develop. Despite increases in the number of applica- 
tions for admission, it has been decided to limit the entry to 
32 students during the year 1950-1, so that a high degree of 
personal supervision (including the tutorial system) and oppor- 
tunities for practical experience may be retained. A limited 
number of the available places are open to students from other 
universities who elect to do their clinical training in Oxford and 
take the degree of their own university. The Radcliffe Infirmary 
(520 beds) remains the main teaching hospital, but ‘the other 
hospitals of the United Oxford group (1,250 beds) also provide 
clinical material. In addition the Wingfield-Morris Orthopaedic 
Hospital is available for orthopaedic training. Students are 
taught partly by the whole-time Nuffield professorial units of 
medicine, surgery, obstetrics and gynaecology, anaesthetics, 
orthopaedic surgery, and plastic surgery, and partly by the 
consultant staff of the Radcliffe Infirmary. In this way they 
are provided with a mixture of academic and vocational train- 
ing. For example, in general medicine all students spend three 
months with a consulting physician and three months with the 
professor of clinjcal medicine. The Radcliffe Infirmary is an 
active centre of clinical research, and it is hoped that students 
will be stimulated by being taught in this environment. At 
the same time the large share in the teaching taken by the 
consultant staff ensures that the course is rich in practical 


instruction. 
Rearrangements at Cambridge 


In 1949 the regulations for the Cambridge degrees in medi- 
cine and surgery were revised. The most important change 
consists in a rearrangement of the final M.B. examination. 
Part I of this examination, which may be taken after two and 
a half years of clinical study, will in future include pathology 
and pharmacology and therapeutics instead of surgery, mid- 
wifery, and gynaecology. Part II, which may be taken after 


three years of clinical study, will include medicine, surgery, 
and midwifery and gynaecology, instead of medicine, patho- 
logy, and pharmacology and therapeutics. Under the new 
arrangements a candidate who fails in only one or two of the 
subjects in Part II will not necessarily have to sit the whole 
of that part again, provided he attains a reasonable standard 
in the subjects in which he has failed to satisfy the exami- 
ners. Papers in medicine will cover the ancillary subjects of 
paediatrics, social medicine, and psychiatry, which are men- 
tioned in the General Medical Council’s recommendations. 
The revised regulations will come into opegation in December, 
1950, with latitude for the taking of the examination under the 
old regulations for all who matriculated before October, 1946. 

The Long Vacation course at Cambridge in elementary clini- 
cal methods for undergraduates who have qualified in anatomy 
and physiology covers adequately the intermediate period 
between preclinical and clinical work in accordance with the 
G.M.C. recommendations. Teaching is directed to the funda- 
mental principles of how to examine patients at the general 
and special departments of a hospital. Undergraduates also 
have the opportunity of attending an introductory course in 
psychology during the Long Vacation term of their residence, 
as well as lectures on the social background of disease, 
epidemiology, and medical genetics. 

The staff of the United Cambridge Hospitals now regularly 
gives courses on various special subjects for postgraduates, 
including general practitioners, who are offered an attractive 
programme of “at home” days in each department on regu- 
lar days of the month, whilst one-day symposiums on set 
subjects have proved popular. 

The most important plans in the University of Cambridge 
concern the further development of the department of human 
oecology, in which a chair was established in October, 1949. 
A permanent building for the department will be ready in 
1951. Epidemiological and statistical studies are proceeding. 
The University department of radiotherapeutics has pursued 
research work designed to improve the treatment of cancer 
and allied diseases by the combined use of radiotherapy and 
chemotherapeutic agents, and the department of experimental 
medicine has carried out studies on various aspects of 
undernutrition. 








SCOTTISH AND IRISH SCHOOLS 


In the Faculty of Medicine of the University of Edinburgh the 
number of applicants for admission to the School to study for 
the degrees of M.B., Ch.B. again greatly exceeds the number 
of places available, and many applicants who might in ordinary 
circumstances have been accepted have had to be refused 
admission. There is no sign of any marked falling off in the 
demand for places in the School. A new curriculum covering 
a period of six years’ study for the degrees of M.B., Ch.B. was 
introduced in October, 1948, and during the session 1950-1 the 
medical students enrolled will comprise first-, second-, and third- 
year students under the six-year curriculum, along with fourth- 
and fifth-year students and a comparatively small number of 
third-year students under the old five-year curriculum. 

Courses and examinations for the various medical diplomas 
granted by the University have been conducted during the pasi 
year with the exception of the Diploma in Industrial Health. 
The five-weeks intensive course which candidates for the 
Diploma in Psychiatry are required to take in the University 
after completion of the prescribed hospital work and special 
study, and before they appear for the Diploma Examination, 
was held for the first time in the autumn term 1949. Ten 
graduates attended. 

In Glasgow University the number of students in attendance 
continues at a high level, especially in the clinical years, where 
the classes are augmented by a large number of students trans- 
ferred from the extramural colleges in 1947, when they were 
then in the preclinical stages of their studies. The preclinical 
classes of to-day, however, are returning to more normal pro- 
portions, with advantage to both students and teachers. The 
session just ended sees the termination of the former five-year 
curriculum in so far as it governed preclinical instruction, and 
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from 1950-1 onwards the preclinical students will all be under- 
going a six-year curriculum in accordance with the recent 
recommendations of the General Medical Council. © 

At Aberdeen also the medical curriculum now extends over 
six academic years. After the present summer vacation there 
will be no vacation term for medical students as there has 
veen during the last few years. 

In the School of Medicine of the University of St. Andrews 
instruction in the clinical years is given in Dundee, while the 
pre-medical and preclinical subjects can be taken either there 
or at St. Andrews. The annual intake of students is limited 
to between 70 and 80. The six-year curriculum, recommended 
by the General Medical Council, was introduced in 1948. At 
both St. Andrews and Dundee there are excellent student 
residences which accommodate undergraduates from all or any 
of the faculties, and there is also the William Low Residence 
for Medical Students situated near the principal teaching hospi- 
tal, which is devoted exclusively to undergraduates in their 
clinical years of study. 

At Queen’s University, Belfast, clinical teaching is carried 
on at the Royal Victoria Hospital, the Mater Infirmorum 
Hospital, the Belfast City Hospital, and certain special hospi- 
tals in Belfast, totalling a very large number of beds. A depart- 
ment of child health has lately been established, and the depart- 
ment of social and preventive medicine (formerly public health) 
has been reorganized to meet the requirements of the General 
Medical Council. 

The School of Physic at Trinity College, Dublin, will start 
in October with a full complement of students. The number 
of applications has greatly exceeded the number of available 
places. Arrangements for post-qualification hospital appoint- 
ments to be introduced under the new British Medical Act are 
being considered in consultation with the other Dublin Schools. 
The Dublin teaching hospitals will not be able to provide such 
posts for all the graduates of the three Dublin Schools, but it 
is hoped that suitable accommodation can be found in some 
of the provincial Irish hospitals, and perhaps in some English 
hospitals. Professor D. S. Torrens succeeds Professor J. W. 
Bigger as Dean as from October 1. 

The National University of Ireland has three constituent 
University Colleges—those of Dublin, Cork, and Galway. 
Over 200 students graduated in medicine from these Colleges 
last year. The winter session begins in October. Address 
inquiries to the Registrar, National University, 49, Merrion 
Square, Dublin. 








VISUAL EDUCATION 


The Medical Teaching Film 


The film as an aid to teaching is becoming more appreciated. 
Four years ago the deans of the medical schools were asked 
for suggestions for subjects on which films would be welcomed, 
and the results of the questionary showed that what were 
chiefly wanted were short illustration films for use with lectures. 
Recently a British Universities Film Council was set up, but, 
having much ground to cover with only limited resources, it was 
decided that the field of medical films should be left in the 
hands of the Medical Committee of the Scientific Film Associa- 
tion (4, Great Russell Street, W.C.1). This committee has 
recommended that the British Film Institute through its national 
library shouldbe asked to take over the running of a central 
medical sciences teaching film library, to which the medical 
schools should make an annual grant for the purpose of acquir- 
ing suitable films. It is estimated that a grant of £2,000 would 
permit of the purchase of 10 films at £50 each, the copying of 
20 films at £15 each, and the re-editing of 20 films at £35 each, 
as well as meet the expenses of arranging Viewing and collection 
and so forth. 

More recently the British Film Institute has set up in its dis- 
tribution section a library of films for use in university teaching. 
Films will be placed in this library on the recommendation of 
the British Universities Film Council, which will, in the case 
of medical films, be advised by the Medical Committee of the 
Scientific Film Association. The British Film Institute has 


already made a grant to the Universities Film Council for the 
copying of films, but it is hoped that owners of films which 
have been made for research and teaching purposes will consider 
making a gift of copies wherever possible. 

The Central Film Library of the Central Office of Information 
holds the largest number of good modern medical films, but the 
increasing demands on its services and the restrictions of the 


, Treasury have meant that on several occasions it has had to 


suspend bookings. 

In addition to films made specially for use in medical schools, 
films on medical subjects, which are often suitable for use in 
medical schools, are made by the Ministry of Health and by 
the Services. Such bodies might welcome suggestions from 
medical school teachers. 


B.M.A. Film Library 


The British Medical Association has a Film Library to which 
during the past year a considerable number of films have been 
added both by presentation and by purchase. A B.M.A. film 
on “Infections of the Hand”—a sound film in colour, made 
at the Hand Clinic of University College Hospital—has been 
produced and is considered excellent by all who have seen it. It 
was the main feature of the film showings at the recent Annual 
Meeting of the British Medical Association at Liverpool. A 
film theatre has lately been completed in B.M.A. House. 

The British Medical Students’ Association has presented its 
film “Acute Inflammation” to the B.M.A. Film Library in 
appreciation of the generous concession by the B.M.A. of free 
access to the library by the Students’ Association. 

There are many good medical films in overseas countries, but 
at present licences to purchase films from hard currency areas 
are withheld. An approach has been made to the Ministry of 
Health by the Film Committee of the B.M.A. with a view to 
facilitating the purchase of films from abroad. 


Wellcome Museum of Medical Science 


A teaching institution in which visual aids to learning are 
widely used is the Wellcome Museum of Medical Science 
(183-193, Euston Road, N.W.1), which was founded in 1912. 
The museum consists of descriptions of diseases under the fol- 
lowing headings: general, aetiology, epidemiology, pathology, 
clinical, diagnosis, treatment, prognosis, and prevention. The 
teaching standard aimed at is general medical postgraduate, but 
the museum is equally useful to medical undergraduates. Most, 
but not all, of the material has been rearranged since the war. 
The museum is divided into bays by screens erected at right- 
angles to the walls, and on these screens are panels in which 
summaries of diseases with illustrations and diagrams are 
mounted. Accurate, up-to-date, and useful descriptions are 
given, and the emphasis is entirely on usefulness in practice. 
Pathological and entomological specimens and drugs are placed 
on a single shelf below the screens, and in boxes attached are 
files of abstracts from journals under the same headings as in 
the panels. The museum is open on weekdays from 9 a.m. to 
5.30 p.m., without fee or formality, to all medical graduates and 
students, nurses and student nurses, and workers and students 
in the medical sciences. It is not open to the general public, 
for whom the material and arrangement are unsuitable. 

The Wellcome Historical Medical Library is installed in the 
same building. It contains approximately 200,000 books and 
journals concerning the history of medicine and the allied 
sciences, some 5,000 MSS, and 100,000 autograph letters of 
medical and scientific interest. The Wellcome Historical Medi- 
cal Museum is now installed at 28, Portman Square, W.1. Its 
collections cover all aspects of the history of medicine and 
certain allied sciences, from the earliest times to the nineteenth 
century. The prehistory, classical, and eighteenth and nine- 
teenth century collections are especially important. Exhibitions 
of material from the collections are constantly held, and are 
open to the public from 10 a.m. to 5 p.m. daily (except Sundays). 
At present the main exhibition deals with “ Medicine in 1850.” 
Catalogues of the various exhibitions are published by the 
Oxford University Press. Students working on special branches 
of historical research may obtain permission to study individual 
items in the collections on application to the director. 
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SPECIAL DIPLOMAS 


Public Health 

Diplomas in sanitary science, public health, and State medicine 
are registrable in the Medical Register as additional qualifica- 
tions. The D.P.H. is conferred not only by the universities but 
by the Royal College of Physicians of London and the Royal 
College of Surgeons of England (D.P.H., R.C.P.S.Eng.), the 
Royal Colleges of Physicians and Surgeons of Edinburgh, and 
the Royal Faculty of Physicians and Surgeons of Glasgow 
(D.P.H., R.C.P.S.Ed. and R.F.P.S.Glasg.), and the Royal College 
of Physicians and Surgeons in Ireland (D.P.H., R.C.P.S.Irel.). 
The degrees of Bachelor and Doctor in Hygiene are con- 
ferred by the University of Durham (B.Hy., D.Hy.Durh.), of 
Bachelor. of Science in Public Health by the University of 
Birmingham (B.Sc.(P.H.)Birm.), and of Bachelor and Doctor of 
Science in Public Health by the University of Glasgow (B.Sc., 
D.Sc.(P.H.)Glasg.). 

At most of the universities there is a full-time course in 
public health, lasting for nine months and beginning in October. 
A preliminary three-months course for the Certificate in Public 
Health is included. The University of Wales has a three-months 
full-time course for the C.P.H., preliminary to the D.P.H., and 
a 12-months part-time course for the D.P.H. The fees at most 
of the universities are round about £50. 

The London School of Hygiene and Tropical Medicine 
(Keppel Street, W.C.1) offers a course for the Certificate and 
Diploma in Public Health, beginning in October and lasting 
for one academic year (the preliminary part, from October to 
December, being followed by the examination for the Certifi- 
cate). During the second part of the course students may 
elect to make a special study of (1) industrial health; 
(2) statistics and epidemiology ; (3) institutional administration, 
or (4) tropical hygiene. The elective course in industrial health 
is recognized in part as qualifying for the examination for the 
Diploma in Industrial Health (see below), and opportunities are 
given for visits to factories and other industrial establishments. 

References to a paucity of candidates for the D.P.H. come 
from several quarters. From Birmingham it is stated that post- 
graduate courses in public health (as well as in radiology and 
ophthalmology) have been in abeyance this session owing to 
the lack of sufficient applicants. Now that the post-war rush 
for diplomas has ceased, the number of graduates choosing 
these specialties is insufficient to justify the many courses now 
advertised, and it is considered that it might be wiser for such 
instruction to be given mainly in special postgraduate institutes 
which do not have the burden of undergraduate teaching. 
Provincial universities might, by mutual agreement, concen- 
trate on one or two subjects for which they have special facili- 
ties, rather than try to cover the whole field of postgraduate 
instruction. In Birmingham public health and industrial medi- 
cine would seem obvious choices. At Durham postgraduate 
courses were held for the C.P.H. and the D.P.H., but very 
few students entered, and it has been decided not to hold 
courses in public health during the next academic year. 

In 1949 there were 172 passes in examinations for the D.P.H. 
and 13 rejections. London had the largest number of examinees 
(50), followed by the English Conjoint Board (38). The number 
of passes in the examinations held for the C.P.H. was 182, with 
29 rejections, and here again the examining bodies having the 
largest numbers were London (58) and the English Conjoint 
Board (46). None were examined for the diploma in Durham, 
Manchester, and St. Andrews, and none for the certificate in 
Birmingham, Manchester, and Aberdeen. 


Other Diplomas 

The London School of Hygiene and Tropical Medicine also 
provides courses for the academic postgraduate Diploma in 
Bacteriology and for the Diploma of the Conjoint Board in 
Tropical Medicine and Hygiene, and a short course in medical 
statistics. The course for the Diploma in Bacteriology, start- 
ing in October, lasts one academic year and is intended to 
give advanced instruction to graduates in medicine or veterinary 
science who intend to follow a career in bacteriology. Two 
courses in tropical medicine and hygiene are held each year, 
beginning in March and October and continuing for five 
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months. No course for the new academic D.T.M.&H. will 
be offered in the current year. The course in medical statistics 
occupies two days a week for three months, beginning in April, 
and also in January if applications are sufficient. 

The Incorporated Liverpool School of Tropical Medicine 
(Pembroke Place, Liverpool, 3) offers two courses of instruc- 
tion, each lasting about five months, for the Diploma in 
Tropical Medicine and Hygiene (D.T.M.&H.). The fees for 
the course are 40 guineas and for the revision course 20 guineas, 
and there are fees by arrangement for research and advanced 
students. The examination for the diploma by Liverpool 
University is held twice yearly, in January or February and 
April or May. The syllabus includes tropical medicine, 
dermatology, ophthalmology, and surgery, also bacteriology, 
entomology, parasitology, and tropical hygiene. The Liver- 
pool School also gives courses of instruction in public health, 
parasitology, and entomology for students taking the D.P.H., 
and in veterinary parasitology and entomology for students 
taking veterinary diplomas or degrees. 

The University of Edinburgh has courses for D.T.M.&H.Ed., 
lasting two terms, beginning in October. 

The Royal Faculty of Physicians and Surgeons of Glasgow 
grants a Diploma in Industrial Health. Candidates for the 
diploma (D.I.H.Glasg.) must complete courses of instruction 
and pass the examination. Copies of the regulations respect- 
ing the diploma may be obtained from the secretary of the 
Royal Faculty, 242, St. Vincent Street, Glasgow, C.2. The 
Diploma in Industrial Health is granted by the Conjoint Board, 
the University of Edinburgh, and other bodies. Full-time post- 
graduate courses in industrial health are given at Edinburgh, 
Glasgow, and Manchester, all beginning in October and lasting 
for nine months. The Society of Apothecaries of London 
holds an examination for this diploma, taking the history of 
the subject, legislation, occupational diseases, the industrial 
environment, the practice of industrial medicine, and clinical 
medicine and surgery as applied to industry. 

London and Manchester have Diplomas in Bacteriology. 
Edinburgh, Bristol, Leeds, and the Conjoint Board have 
Diplomas in Psychiatry or Psychological Medicine. Bristol, 
Edinburgh, Liverpool, and London Universities and the Con- 
joint Board have Diplomas in Radiodiagnosis and in Radio- 
therapy. At Liverpool holders of the Diploma (Dip.Rad.) may 
be awarded the degree of M.Rad. after a further two years’ 
study and the presentation of an acceptable thesis. 

At Sheffield University there has recently been introduced 
a Diploma in Microbiology. This will be awarded after a 
full-time course of study extending over one University session, 
and it is intended that the first course shall start in the Michael- 
mas term, 1950. Entrants upon the course will normally be 
expected to be graduates of a university, but the senate may 
deem other qualifications as equivalent for this purpose. The 
course will embrace (a) cultivation and isolation of micro- 
organisms; morphology, structure, growth, taxonomy ; 
(b) metabolism, nutrition, and genetics of micro-organisms ; 
(c) oecology of micro-organisms—symbiosis, commensalism, 
parasitism, antibiosis ; and (d) pathogenicity and immunity. 

The Faculty of Medicine of the University of Bristol offers 
ordinary postgraduate facilities—and in addition special courses 
—for the University’s Diplomas in Radiology, Public Health, 
and Psychological Medicine, and also courses of instruction for 
the Diploma of Child Health and the Diploma of Anaesthetics 
of the Conjoint Board. It adds, however, that unfortunately 
there has been a diminishing admission for these diploma 
courses during the past year, and no evidence of any increased 
interest on the part of general practitioners for other post- 
graduate facilities, in the form either of fortnightly courses or 
of weekly demonstrations. 

A Diploma in Ophthalmology is granted by the University 
of Oxford, a Diploma in Clinical Pathology by the University 
of London, and the English Conjoint grants Diplomas in 
Anaesthetics, Ophthalmic Medicine and Surgery, Child Health, 
and Laryngology and Otology, and the Irish Conjoint grants 
diplomas in the first three of these subjects. The University of 
Wales has a Diploma in Tuberculous Diseases. For other 
special diplomas available the programmes and prospectuses of 
the various bodies should be consulted. 
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Fellowship in Radiology 


The Faculty of Radiologists (45, Lincoln’s Inn Fields, W.C.2) 
offers a Fellowship (F.F.R.) to medical graduates of five years’ 
standing who have spent at least one year in general clinical 
work at approved hospitals, hold a radiological diploma, and 
have practised radiology exclusively for at least two years after 
obtaining that diploma. Candidates are required to pass an 
examination and submit a thesis. Candidates who hold higher 
medical or surgical qualifications may be exempted from the 
examinations in general medicine, general surgery, or pathology. 


Royal Institute of Public Health 


The Royal Institute of Public Health (23, Queen Square, 
London, W.C.1) furnishes recognized courses of instruction 
for the Certificate and the Diploma in Public Health and for 
the Diploma in Industrial Health. The course for Part I of 
the latter examination is the same as, and runs concurrently 
with, that for the C.P.H., and holders of the latter are exempt 
therefrom. The courses for the Certificate start, approximately, 
at the beginning of April and October, and those for the 
D.P.H. (Final Examination) in February and August. The 
course for Part II of the examination for the D.I.H. begins in 
February and July of each year. All these courses, which may 
be taken as either whole-time or part-time, are conducted at 


the Institute. 








MEDICAL SOCIETIES 


The advice given to the newly qualified man or woman to 
become a member of the British Medical Association and to 
join one or other of the defence organizations is as cogent as 
ever. The introduction of the National Health Service has 
made it even more desirable that practitioners should seek unity 
in the profession for the purposes of establishing the Service 
on right lines so that the doctor can carry out his work under 
acceptable conditions and that the greatest good for his patients 
can be secured. The practitioner has also the same need as 
ever to safeguard himself against the medico-legal hazards 
which attend medical practice, however careful and conscientious 
he may be. 
The British Medical Association 


The British Medical Association (Tavistock Square, W.C.1) 
has a membership of more than 62,000. In the United King- 
dom its membership represents 76% of the total profession 
and 78% of the working profession. Members are elected by 
the council of the Branch in whose area they reside, or, if 
not resident in a Branch area (for example, serving in the 
Forces), by the Central Council. The privileges of members 
include participation in all activities, local and central, in its 
government and the formulation of its policy; the weekly 
receipt of the British Medical Journal and its Supplement ; 
the use of the houses of the Association in London and Edin- 
burgh ; and the help of the central staff in professional matters. 
The Association offers a number of prizes for research and 
the encouragement of important work. It has a library of 
over 50,000 volumes. Two new developments in the Associa- 
tion—an Empire Medical Advisory Bureau and a Medical Prac- 
tices Advisory Bureau—are referred to elsewhere in this number. 

The ordinary subscription for members resident in Great 
Britain and Northern Ireland is four guineas per annum, but 
certain: classes of members come in at lower rates, and the 
newly qualified practitioner who is elected within two years 
of registration pays only two guineas per annum during the 
four years after registration. Members residing outside Great 
Britain and Northern Ireland pay one and a half guineas, and 
Service members, wherever resident, two and a half guineas. 

The British Medical Guild is an independent parallel organi- 
zation for the better protection of the interests of the profession 
in disputes with public authorities and other bodies and the 
compensation of members for financial loss incurred through 
loyal acceptance of B.M.A. policy. Local organizations of the 
Guild are being formed. 

The National Insurance Defence Trust was formed in 1919 
to assist in defraying expenses incurred in protection of the 


interests of the profession in connexiofi with the National 
Health Insurance system, and to give, where required, financial 
support to practitioners who may be suffering owing to action 
taken by them in accordance with the policy laid down by the 
former Conference of Local Medical and Panel Committees. 
With the inception of the National Health Service Acts a 
new General Medical Services Trust has been formed, the 
trustees of which are the members for the time being of the 
General Medical Services Committee of the B.M.A. Its prin- 
cipal objects are to take such action as may be deemed expe- 
dient in the interests of general practitioners in the National 
Health Service, and to assist financially practitioners or classes 
of practitioners who have suffered or are likely to suffer hard- 
ship in consequence of loyalty to approved policy. 


Society of Medical Officers of Health 


The Society of Medical Officers of Health (Tavistock House 
South, Tavistock Square, W.C.1) is a society of medical officers 
engaged in public health work in all its branches. Its official 
organ is Public Health. In matters of policy it works in con- 
junction with the British Medical Association, and nominates 
two members to the Public Health Committee of the Associa- 
tion, and the Association has similar representation on the 
Society’s council. 


Medical Women’s Federation 


The Medical Women’s Federation (Tavistock House North, 
Tavistock Square, W.C.1) is the only professional organization 
in this country consisting solely of medical women. It was 
founded in 1916, but its forerunner, the Association of Medical 
Women, dated from 1879. It endeavours to bring before the 
main body of the profession the special minority difficulties of 
medical women and when necessary to press for the full appli- 
cation of the principle of equality. It works in close and 
friendly relationship with the British Medical Association. The 
Federation has active local associations all over the country 
and in Northern Ireland, as well as a large London association 
and an overseas association linking up members all over the 
world. The Federation is non-political. 


Defence Societies 


The Medical Defence Union (address from mid-September, 
Tavistock House South, Tavistock Square, W.C.1) has a mem- 
bership of over 34,500. It has thrown open its doors to dental 
as well as to medical practitioners, and has made special pro- 
vision for overseas medical and dental practitioners practising 
in the Dominions and other countries. Its work has been 
increasing by leaps and bounds during the past three years. It 
furnishes advice and unlimited financial indemnity to any mem- 
ber threatened with or involved in litigation raising a question 
of professiona! significance or, more commonly, based upon a 
charge of professional negligence. The accumulated funds are 
now about £140,000, while the subscription income is mounting 
annually, though costs of litigation and of settlements out of 
court are mounting even more rapidly. - Since its foundation 
the Union has spent £300,000 on damages and costs incurred 
in protecting members. 

The Medical Protection Society (Victory House, Leicester 
Square, W.C.2) has a membership of over 26,000. During the 
past year it has gained nearly 2,000 new members—a record 
in the history of the Society. Membership is open to regis- 
tered medical and dental practitioners. There are special pro- 
visions for members practising overseas and also for practi- 
tioners who visit the United Kingdom for postgraduate work. 
Members are afforded advice and assistance in all matters of 
professional difficulty, with unlimited indemnity against adverse 
costs and damages. This indemnity is’ secured by financial 
resources exceeding £150,000 and a reinsurance at Lloyd’s 
for an unlimited amount. The council considers the financial 
position is such as not to justify any increase of the subscrip- 
tion, which is £1 per annum. 

The Medical and Dental Defence Union of Scotland 
(115, St. Vincent Street, Glasgow, C.2) has a membership of 
6,634, but with the summer influx of new graduates it is 
expected that at the time of the annual balance the member- 
ship will be in the region of 6,700. The total assets are about 
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£40,000. The policy of the council has always been to give 
careful consideration to the interests of its members who have 
claims made against them for negligence. 





BRITISH MEDICAL STUDENTS’ ASSOCIATION 


The British Medical Students’ Association (B.M.A. House, 
Tavistock Square, W.C.1) was founded in 1941 to promote 
the interests of medical students. It is a highly enterprising 
body, publishing a lively quarterly journal, organizing clinical 
conferences in university centres, and holding an extended 
annual general meeting in the autumn. One proposal which 
the association is considering is the establishment of a re- 
habilitation centre for tuberculous students. This year its main 
activities have been in connexion with the Medical Bill before 
Parliament, which vitally affects the future of medical students. 
Its executive has vigorously pursued a well-determined policy 
with regard to this Bill, has been in constant touch with Mem- 
bers of Parliament and with the Minister of Health, and has 
seen that the various points of principle have been ventilated in 
the national press. It has also taken up the question of student 
health, various international relations, medical teaching films, 
and vacation residences. With regard to this last, for the past 
three years it has assisted students to obtain posts in hospitals 
during their vacations. With the object of retaining the interest 
of its old members the B.M.S.A. has created a category of 
membership for qualified men and women. 








EMPIRE MEDICAL ADVISORY BUREAU 


The Council of the British Medical Association in 1948 
decided to set up at B.M.A. House, Tavistock Square, London, 
W.C.1, an Empire Medical Advisory Bureau with a view to 
welcoming and providing a personal advisory service to practi- 
tioners visiting the United Kingdom from the Dominions and 
Colonies. An Advisory Committee has been formed under the 
chairmanship of Sir Lionel Whitby and is fully representative 
of Government departments and societies interested in the wel- 
fare of Empire and Overseas visitors during their stay in this 
qountry for postgraduate or other purposes. 

One of the main objects of the Bureau is to welcome over- 
seas visitors. All such visitors are most cordially invited to 
contact the Bureau as soon as possible after arrival and talk 
over with the Medical Director (Dr. H. A. Sandiford) any 
points on which advice or assistance may be needed. During 
its first two years nearly 1,500 inquirers have made use of the 
Bureau's services and over 800 visitors have visited the Bureau. 

Detailed information is available at the Bureau on post- 
graduate education facilities and on the courses of study neces- 
sary for higher qualifications. The Bureau is in close touch 
with ‘the British Postgraduate Medical Federation and other 
organizations and authorities concerned with postgraduate 
work, and, where required, the necessary contacts and intro- 
ductions can be provided. The visitor who wishes to see some- 
thing of the latest medical and surgical techniques can be put 
in touch with the appropriate experts. 

A register of suitable hotels and lodgings is maintained by 
the Bureau. “ At Homes” and other social functions are held 
at regular intervals, and practitioners from the Dominions and 
Colonies are enabled to meet each other and prominent mem- 
bers of the profession in this country. A number of United 
Kingdom doctors have notified the Bureau of their wish to enter- 
tain overseas visitors, usually for week-ends, in their homes. 

General information is afforded by the Bureau concerning 
food rationing, Customs duties, facilities for sport and travel, 
exhibitions, and the like. It will enable the Bureau to be of 
most service if a visitor gives as long notice as possible of his 
intended visit to this country, date of arrival, mode of travel, 
period of stay, and so forth. On arrival a letter of introduc- 
tion from the local honorary secretary of the medical associa- 
tion to which the visitor belongs, whilst not essential, would be 
welcome and might be helpful if references are required when 
taking furnished flats. All communications should be sent to 
the Medical Director. 





SERVICE OVERSEAS 


Colonial Medical Service 


The Colonial Medical Service offers an interesting career. 
Vacancies occur in all parts of the Colonial Empire, the 
greatest number in tropical Africa and Malaya. Candidates 
must ordinarily be British subjects holding medical qualifica- 
tions registrable in the United Kingdom, and should have had 
at least 12 months’ postgraduate hospital experience before 
appointment. Those applying for entrance into the permanent 
service must be under 40 or 45 years of age, according to the 
age of compulsory retirement (50 in West Africa and 55 in 
most other territories) in the area to which they are appointed. 
Contract appointments for short terms are available for candi- 
dates who are above the age limits or who, while below the 
age limit, do not wish to commit themselves to a colonial 
career at the outset. Officers appointed to the permanent 
service are normally required to take a course in tropical medi- 
cine and hygiene either before proceeding overseas or during 
their first leave. 

In the first instance medical officers are usually appointed 
for general duties, often involving the charge of a district 
hospital and responsibility for the medical administration of 
a district, though many officers are employed on clinical duties 
in the large hospitals. Some posts are concerned purely with 
public health work, and for these the possession of the D.P.H. 
or special experience in preventive medicine is necessary. 

A large number of specialist appointments, calling for a very 
high standard of professional attainment, are normally filled 
from within the service by officers possessing the necessary 
aptitude and qualifications. Senior administrative appoint- 
ments are also almost invariably filled by the promotion of 
serving officers. Officers possessing qualifications or experi- 
ence in pathology would be considered for appointment to 
the laboratory establishments. Vacancies exist for women 
doctors, particularly for those with special experience in 
obstetrics, school health, child welfare, and nutrition. 

Doctors in the National Health Service may also avail them- 
selves of a scheme which is to be brought into operation in 
most Colonies whereby they take up appointment in the 
Colonial Medical Service for temporary posts up to six years 
without loss of pension rights in the National Health Service. 
The scheme provides for the payment of a generous gratuity 
at the conclusion of the doctor’s service abroad, but those 
wishing and eligible to transfer to the permanent and pension- 
able establishment of the Colonial Medical Service will have 
opportunities to do so. The Colonial Medical Service offers 
special opportunities and experience not obtainable at home, 
and that experience will be of great value to the doctors both 
in practices and in hospital appointments if they elect to return 
to this country. 

Full particulars of terms and conditions of service may be 
obtained from the Director of Recruitment, Colonial Office, 
Sanctuary Buildings, Great Smith Street, London, S.W.1. 

During the past year the British Medical Association has 
been in negotiation with the Colonial Office concerning the 
revision of salary scales in the Colonial Medical Service. The 
endeavour has been to arrive at a fair colonial equivalent of 
the Spens recommendations for the remuneration of the pro- 
fession in the United Kingdom, but the Colonial Empire has 
a wide range of variation in taxation, cost of living, and condi- 
tions of work, so that a scale which would be a fair equivalent 
in one colony would be far from fair in another. The attempt 
to draw up a single uniform scale applicable to all colonial 
territories has therefore been abandoned in favour of the 
achievement of a broad equality of real reward. The conclu- 
sions reached up to the end of last year were set out in the 
Supplement of December 31, 1949 (p. 278). 


Medical Missions 


To medical men and women with a sense of vocation and 
a desire to express and spread their faith through their pro- 
fessional work, medical missionary service offers vast oppor- 
tunities. In China, Christian missions have given the country a 
medical and a nursing profession, and despite recent restrictions 
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and difficulties doctors continue their witness. In Africa 
they have responded to the urgent call of physical need, have 
pioneered rural health services, and contributed to leprosy 
research and control, as well as taking a part in the building 
up of the Christian Church. In India and Pakistan they have 
helped to maintain high ethical and professional standards, 
and demonstrated in time of crisis the Church’s ministry of 
reconciliation. 

The missionary societies regard 18 months’ postgraduate 
work in resident appointments as a «minimum, and often 
advise work for specialist diplomas or higher degrees. In 
addition special missionary training is recommended. Terms 
of service vary in length from 18 months to six years, accord- 
ing to climatic conditions. While it is generally hoped that 
offers of service will be for life, short terms are also considered. 
Salary is on a missionary basis, with children’s allowances and 
a pension scheme. 

Applications from students and qualified men and women 
should be made direct to the missionary societies or through 
local branches of the Student Christian Movement or the Inter- 
varsity Fellowship, or to the chairman of the Medical Advisory 
Board of the Conference of British Missionary Societies, 
Edinburgh House, 2, Eaton Gate, London, S.W.1. 





— 





THE SYRIAN UNIVERSITY 
FACULTY OF MEDICINE 


The Faculty of Medicine of the Syrian University at Damascus 
consists of branches in medicine, pharmacy, dentistry, mid- 
wifery, and nursing. The Medical Faculty is the University’s 
oldest institution and was originally known as the Arab School 
of Medicine. It was established in 1919 to succeed the Turkish 
Schocl of Medicine, started in Damascus under Sultan Abdul 
Hamid II in 1901. 

A decree passed in 1925 placed under the Medical School the 
Syrian General Hospital, which hitherto had been run by the 
Ministry of Health. The radiology department was established 
in 1926, the maternity section in 1937, and the children’s depart- 
ment in 1948. 

The teaching staff includes in its 44 members ten professors, 
eight assistant professors, five lecturers, and eight assistant 
lecturers. There are 327 students of medicine. 

Inquiries about vacancies on the staff should be addressed to 
the Middle East Secretariat, Foreign Office, London, S.W.1. 

The faculty has the folléwing laboratories: anato-:ny ; physio- 
logy ; biochemistry ; pathology ; bacteriology, parasitology, and 
hygiene ; medicine ; forensic medicine ; chemical pharmacy and 
chemistry ; clinical dentistry ; dentistry (three). 

The faculty’s hospital has 365 beds. It is divided into eight 
sections attached to the different branches as follows: internal 
medicine ; surgery ; gynaecology ; nose, ears, and throat ; eyes ; 
children; skin diseases; infectious diseases. In addition to 
these sections the hospital has an out-patient department, a 
radiology department, a special laboratory for medical and 
chemical analysis, and a blood bank. The students in their last 
year receive intensive training in practical medicire and surgery 
at Government and military hospitals as well as at the various 
branches of the faculty’s own hospital. 








THE PUBLIC HEALTH SERVICE 


Many departments of the Government have health functions. 
The Ministry of Health makes annual grants to local authori- 
ties as a contribution towards the expenses of local health 
services, and receives an annual report from the medical officer 
of health for each area. The Ministry of Education makes 
similar grants to local education authorities for the administra- 
tion of school medical services. The Ministry of Labour 
administers the Factory Acts; the General Post Office pro- 
vides a medical service for certain of its employees; the 
Ministry of Fuel and Power appoints medical officers for 
mining districts. The Ministry of Food has its own medical 
advisers. Over a period of nearly 20 years the local authori- 


ties ran rate-aided general hospitals, but these, along with the 
voluntary hospitals, have, save in a very few cases, been taken 
over under the National Health Service Act by regional hospital 
boards. 

The entrant into public health work usually begins as an 
assistant medical officer, doing maternity and child welfare or 
school medical work or both. Such medical officers are now 
tending to specialize more directly either on the obstetric or on 
the child health side. The Society of Medical Officers of Health 
has suggested that special experience in maternity or children’s 
hospitals and the acquirement of such a diploma as the D.C.H. 
might be more useful than the D.P.H. itself. But the Certifi- 
cate in Public Health is regarded as the basic qualification for 
entrance into the public health service. 


The L.C.C. Medical Service 


The London County Council employs a larger number of 
medical staff than any other local authority. Sir Allen Daley, 
Medical Officer of Health and School Medical Officer to the 
council, kindly sends the following note: 

“ Whole-time appointments in the Public Health Department 
of the London County Council, apart from those of medical 
officer of health, deputy medical officer of health, and principal 
medical officer, include five senior medical officers, nine divi- 
sional medical officers, five senior assistant medical officers, 
nine assistant divisional medical officers, and 73 assistant medi- 
cal officers. Their duties in the higher grades are mainly 
administrative. The officers, speaking. generally, have gradu- 
ated through the clinical field and have special knowledge in 
at least one branch of the service. The assistant medical 
officers are mainly engaged in the school health and maternity 
and child-welfare services. Suitable qualifications are the 
D.C.H. and the C.P.H. or the D.P.H. Arrangements are made 
for some of them to have clinical responsibilities at hospitals 
and to gain experience of the environmental health services in 
the Metropolitan boroughs. 

“For the grades assistant medical officer to senior or divi- 
sional medical officer the present salaries range from £910 to 
£1,800 per annum, but a Whitley Council, at national level, is 
now reviewing public health salaries. 

“In addition the council employs nearly 500 part-time medi- 
cal officers in a variety of work—for example, in residential 
nurseries, welfare institutions, staff examinations, and sessional 
work at clinics, and in school medical inspection. By arrange- 
ment with the London School of Hygiene, the Institute of 
Child Health, and several undergraduate schools, students are 
given opportunities of gaining experience in the council's 
various medical services.” 








MEDICAL AUXILIARY SERVICES 


The desirability of having a national register of trained persons 
engaged in technical work or practice ancillary to the work of 
the medical profession was seen clearly many years ago by the 
British Medical Association, and it was principally at its instance 
that there was formed a Board of Registration of Medical 
Auxiliaries (Tavistock House North, Tavistock Square, W.C.1). 
The register comprises many thousands of names and includes 
radiographers, dispensing opticians, chiropodists, speech thera- 
pists, orthoptists, dietitians, and physiotherapists and bio- 
physical assistants. The Board, the majority of whose mem- 
bers are members of the medical profession, is a registering 
and disciplinary body, not an examining one. Examining 
bodies in the various branches are approved by the Board 
and appoint representatives to its council. 

The function of the Board is to co-ordinate the work of these 
various auxiliaries, to ensure that they are qualified, to maintain 
and improve their standard of training, and to afford liaison 
between them and medical practitioners. All those whose 
names appear on the register hold a qualification in their 
particular sphere recognized and approved by the Board. With 
the exception of the chiropodists, all those on the register, as 
a condition of admission, undertake not to carry out any medi- 
cal auxiliary work save under a medical practitioner’s direction, 
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and control. The chiropodists, while not acting under medical 
direction, confine their practice to the treatment of malformed 
nails and superficial excrescences occurring on the feet. 

The qualifying bodies for the respective branches are the 
Society of Radiographers, the Association of Dispensing Opti- 
cians, the Society of Chiropodists, the College of Speech Thera- 
pists, the British Orthoptic Society, and the British Dietetic 
Association. All the qualifying bodies have established periods 
of training. That for the radiographers, for example, is two 
years at a recognized training centre, and for speech therapists 
a three-years full-time course at a recognized school. 








Correspondence 








Ministry of Health Streptomycin Conference 


Sir,—In your issue of August 12 (p. 413) you kindly published 
a summary of the findings of the conference organized by the 
Ministry of Health to investigate the use of streptomycin in 
the treatment of tuberculous meningitis. Your introductory note 
to this summary is liable, however, to give a wrong impression 
of the history of this conference, and this is due, no doubt, 
to the fact that the body organizing these trials was, owing to 
its very large size, called a conference instead of a committee. 
The facts of the matter are that preliminary trials on this treat- 
ment were carried out by the Medical Research Council, who 
in 1947 informed the Minister of Health that their results to 
date justified the wider use of streptomycin in the treatment of 
tuberculous meningitis and acute generalized miliary tubercu- 
losis. It was decided, therefore, that the Ministry of Health 
should organize clinical trials in relation to these two conditions, 
and teaching hospitals in different parts of England and Wales, 
as well as the Department of Health for Scotland and the 
Ministry of Health and Local Government of Northern Ireland, 
were invited to organize groups known as centres to carry out 
these trials. The first supplies of streptomycin for this purpose 
were issued in August, 1947, and thereafter quarterly meetings 
of representatives of the centres were held at the Ministry of 
Health under my chairmanship. In January of this year a report 
on the results of this investigation was approved which, for 
various reasons, it was decided should be confidential, and in 
July a short summary was approved for publication. 

You will see, therefore, that though the original limited trials 
were carried out by the Medical Research Council and their 
experience and the co-operation of their experts were of the 
greatest assistance in the later trials, yet the latter were the 
responsibility of this Ministry and the “conference” was not 
a meeting held on a single occasion but an organization 
conducting and assessing these larger trials—I am, etc., 


Ministry of Health, S.W.1. W. DALRYMPLE-CHAMPNEYS. 


Science before History 


Sin,.—In the British Medical Journal of August 12 we have 
had the privilege of reading two outstanding addresses. In the 
first, Dr. F. M. R. Walshe (p. 379) points out that a full 
diagnosis must be based on the integration of two different 
disciplines ; first, the technique of the natural scientist is needed 
in order to elicit and evaluate physical signs and laboratory 
investigations ; secondly, the method of the historian is used to 
elucidate and interpret what the patient and relatives say. He 
suggests that in medicine the discipline of the historian is 
usually the more difficult one. Dr. F. Gray (Supplement, p. 85) 
states that the essential activity of the general practitioner 
should be the detection of small but significant degrees of ill- 
health. He also says that teaching hospitals are mainly con- 
cerned with the diagnosis and treatment of patients displaying 
major deviations from the normal and that knowledge of these, 
though an important step, is by itself quite inadequate to 
make a good doctor. 

The logical result of these ideas would be that the student 
should first be grounded in the elicitation and interpretation of 
physical signs and laboratory tests, both relatively easy tech- 


niques which link up naturally with his scientific studies. When 
he has learned the essentials of physical diagnosis the student 
should then be initiated into the difficult art of taking a history, 
for which his preclinical studies have been a poor preparation. 
This programme is the reverse of what usually occurs nowadays, 
where the student is set to take a history but the teacher 
examines the patient. I believe that the traditional procedure 
of taking a full persqnal and family history before examining 
the patient is usually a mistake, both in teaching and in prac- 
tice. It is often wiser first to discover whether the patient 
suffers from any detectable abnormality and then from the 
history to try to determine its significance, and this is the order 
in which students should be instructed.—I am, etc., 


Liverpool. ROBERT ROAF. 


Preparing Students for General Practice 


Sir,—Dr. Frank Gray in his very fine address “The Way 
Divides ” (Supplement, August 12, p. 85) says that one way of 
raising the status of general practice is for general practitioners 
to pool their experiences and help to educate each other. I 
suggest that a more fundamental method is necessary—namely, 
to have lectures by general practitioners to future general prac- 
titioners in our medical schools. The gap between the teaching 
of the consultants and the practice of the family doctor is very 
great. The young doctor entering general practice, even after 
a year or two in hospital, still has to learn by bitter experience 
how to deal not only with the “trivial” complaints but with 
many other aspects of medicine requiring a great deal of know- 
ledge. I am recently enough qualified to remember how little I 
was taught in medical school about domiciliary midwifery, 
breast-feeding, the investigation of sterility, the control of the 
common fevers in the home, the treatment of the rheumatic 
diseases, and above all the psychological approach which is 
the hallmark of the good practitioner. 

Few consultants have the necessary experience of these 
subjects, as encountered from the viewpoint of the general prac- 
titioner, to teach them well. For instance, how many consultants 
can lecture about breast-feeding as ably as Dr. Charlotte Naish, 
who opened the discussion on the subject at the Annual Meeting 
last month? Her book, written as a result of her own observa- 
tions in general practice, leads to a deeper understanding of 
this difficult subject than any other literature I have read. 
Dr. William N. Pickles and Dr. Grantly Dick Read are well 
qualified to lecture on their own subjects, and there are many 
other able “ physicians and surgeons” who have not hit the 
medical headlines but whose abilities should be made use of by 
the teaching schools. The bulk of any good doctor’s medical 
education is acquired after he qualifies, but let him at least have 
a good grounding in the fundamentals of individual and family 
as well as scientific medicine.—I am, etc., 


Clare, Suffolk. D. CRADDOCK. 


The Teaching of the Medical Student 


Sir,—When I graduated in 1888, the course of teaching was 
limited to four years, provided you jumped the hurdles as they 
came along. The first winter was devoted to chemistry, zoology, 
and anatomy, and the following summer to botany (at 8 a.m.), 
practical chemistry, and anatomy. The second year was devoted 
to anatomy and physiology, and we started clinical surgery. 
The surgery was easily learned, as it was chiefly concerned with 
fractures, tuberculous abscesses of bones, hip-joint, glands, etc. 
Strictures of the urethra were common and were treated by 
bougies, and occasionally by Syme’s operation. Cancer of the 
breast was not uncommon, and usually removed by operation. 
We also saw some patients suffering from fracture of the base 
of the skull. Amputations were rather common, especially of 
the foot and occasionally at the knee-joint. Lister’s antiseptic 
technique was half-heartedly applied. No surgeon, so far as 
I know, had ever seen the staphylococcus, nor, I fancy, believed 
in germs causing so much disease. Every major operation I saw 
was followed by local sepsis and suppuration, and actually two 
forms of pus were recognized: the healthy pus was called 
laudable, and was expected as a matter of course. Only once in 














|F 


Vhen 
ident 
tory, 
tion. 
days, 
icher 
dure 
ining 
orac- 
tient 

the 
rder 


Way 
y of 
ners 


ely, 
rac- 
ning 
very 
fter 
nce 
vith 
Ow- 
le J 
ery, 
the 
atic 
) is 


ese 
ac- 
nts 
sh, 
ing 
va- 


ad. 
ell 
ny 
the 
by 
cal 
ve 
ily 


Jas 
ey 
By, 
1.), 
ed 


th 
tc. 
by 
he 


se 
of 
ic 
aS 
d 


fv) 








AuG. 26, 1950 


CORRESPONDENCE Meo a, 525 





three years did I see the abdomen opened, and that was in a 
stout woman, when the bowels gushed out and were with great 
difficulty replaced, the patient dying in the night. 

In the dispensary we picked up some useful knowledge regard- 
ing diseases of the ear from Dr. T. Barr, but Dr. Maitland 
Ramsay gave an excellent course of operative surgery on the eye 
on Saturday mornings ; and Dr. Walker Downie, just begin- 
ning his career, on throat diseases. Looking back over the 
vista of years, I think, so far as I was concerned, botany and 
zoology should have been left out, and we should have got to 
grips with anatomy, physiology, and chemistry straight away. 
A good grounding in practical anatomy, to know when 
we are examining a patient what really lies below the skin, 
whether it be nerve, artery, muscle, or valves of the heart, the 
topography of the organs, the distribution of nerves, and the 
anatomy of the spinal cord and brain, is in my humble judg- 
ment the most valuable knowledge any general practitioner 
should aspire to, particularly for diagnostics. The new course 
for a student is going to be a tremendous task, practically 
requiring him to profess an encyclopaedia of medicine. 

After I was a few years in practice I studied bacteriology 
with Dr. Arkle at Charing Cross Hospital, having the laboratory 
to myself, and diseases of the skin with Morgan Dockrell at 
Leicester Square ; he summed up the treatment of diseases of 
the skin in these words: “ Ask yourself if the skin requires to 
be stimulated or soothed, then add the suitable antiseptic.” 
Following that advice I have had little trouble in treating the 
ordinary run of skin cases. I had the pleasure of the company 
of two American doctors in Visiting many of the hospitals in 
London. Their opinion was that there was far too much theory 
and far too little ocular demonstration of patients and their 
diseases. 

I believe there is now room for two classes of doctors: one 
class who will take, say, a B.Sc. in scientific knowledge, and 
another class who are content with practical knowledge and who 
are not mentally fitted to carry too many impedimenta in their 
heads for their day’s work.—I am, etc., 


Renton, Dunbarton. J. T. MACLACHLAN. 


Amoebiasis and Personality 


Sirn,—The paper by Dr. C. A. Hoare (July 29, p. 238) and 
your annotation on amoebiasis (p. 259) stress the point that 
E. histolytica lives mainly as a commensal in the bowel. It 
seems probable that the higher incidence of amoebic dysentery 
in hot countries is due to the mucosa being often rendered sus- 
ceptible to the invasion of E. histolytica by bacillary dysentery 
or non-specific epidemic entero-colitis. Recovery from these 
attacks is usually complete with treatment and in many cases 
probably without it. There are, however, a group of patients 
who persistently relapse in spite of all forms of therapy for 


some years, even after leaving the Tropics. The evidence seems . 


to point to differences in individual susceptibility. I should like 
to offer some personal observations which may be relevant to 
this matter. 

In 1948, while investigating the incidence of the colitis person- 
ality among controls, I took a patient from a surgical ward who 
was recovering from appendicectomy. My assessment of his 
personality was that he was potentially a case of colon neurosis 
(irritable colon) or even ulcerative colitis. Examination of case 
notes then revealed a long history of recurrent bouts of 
abdominal pain with diarrhoea and mucus since he had been in 
Traq in 1943. (On closer questioning he admitted attacks of 
“enteritis” in this country before the war, usually related to 
stress.) The operation note recorded that his caecum was 
inflamed, and that the purse-string sutures tended to cut out. 
I examined the abdomen and found a soft, enlarged, and slightly 
tender liver. After discussing my suspicions with the surgecn 
we made a sigmoidoscopic examination, and I was able to 
demonstrate active haematophagous forms of E. histolytica from 
small ulcers in the rectum. I then remembered some of the 
chronic relapsing cases I had treated during the war, and, 
though I had not made a psychological study at the time, my 
memory of a few of them fitted well with certain traits I have 
since found associated with the colon personality. In the next 
few months I pursued and interviewed a further three cases of 


chronic relapsing amoebic dysentery, and my findings were 
similar. Since then only one more has come my way, but 
again he had a colon personality. I drew attention to these 
observations in 1948,’ and at about the same time Crede and 
his colleagues’ recorded a similar case. It therefore seems 
possible, apart from changes due to infection by the dysentery 
group of organisms, that the hyperaemic, oedematous, and 
even ulcerated mucosa found in colon neurosis and colitis may 
be important in rendering the bowel wall vulnerable to invasion 
by E. histolytica. Such an explanation, though it may seem 
far-fetched to those who have not studied personality traits in 
colitis, might account for some of the mystery of the symptom- 
free cyst-passer in relation to the chronic amoebic invalid.— 
I am, etc., 


Woodbridge, Suffolk. J. W. PAULLEY. 


REFERENCES 


1 Paulley, J. W., Proc. R. Soc. Med., 1949, 42, 241. 
2 Crede, R. H., Rosenbaum, M., and Ferris, E. B., Psychosom. Med., 1948, 10, 223. 


Nurses and Tuberculosis 


Sir,—At the annual conference of the National Association 
for Maternity and Child Welfare, Dr. Fraser Roberts is reported 
(B.M.J., July 22, p. 211) to have said that people with a bad 
family history of tuberculosis should be discouraged from 
entering the tuberculosis nursing service. Whatever justifica- 
tion there may have been for such a statement in the past, 
these remarks surely do not apply to-day when the nursing 
profession as a whole, especially in sanatoria and general hos- 
pitals, is subjected to more detailed supervision, with the use 
of B.C.G. vaccination as necessary, than men or women in 
other walks of life? In point of fact the person with a bad 
family history entering the nursing profession, and developing 
active disease, is in a much more fortunate position than her 
opposite number employed in some other occupation. In the 
one instance the disease will be detected at an early treatable 
stage, whereas in the other the disease may drag on undetected 
until she becomes an advanced sputum-positive case for whom 
nothing can be done, thus adding yet further to the reservoir 
of infection in our midst. 

As regards rehabilitation this should present little difficulty 
in the case of the nurse, but in the other case the matter is 
frequently extremely complicated, despite the provisions of the 
1944 Disabled Persons Act. 

It is hoped that Dr. Roberts’s remarks will not be taken 
seriously and that candidates for the nursing profession who 
are deeply convinced that their life’s work lies in this direction 
and who are themselves in good health will not be deterred 
from entering the service simply because of their family history. 
—I am, etc., 


Birkenhead. Davip W. TouGH. 


Sulphapyridine for Dermatitis Herpetiformis 


Sir,—In your issue of August 12 (p. 408) Professor Dunlop 
says unkind and mostly quite justifiable things about sulpha- 
pyridine. Curiously enough, however, and any dermatologist 
will so testify, it is often the only drug which will control 
dermatitis herpetiformis. In a disappointing number of cases 
the drug cannot be endured by the patient, but there are also 
those who can tolerate the drug, sometimes for years, and their 
lives are bearable only when they take a regular maintenance 
dose. For the moment, may we continue to prescribe it 7?— 
I am, etc., 


London, W.1. Davin I. WILLIAMS. 


Domiciliary Treatment of Tuberculosis 


Sir,—I was glad to see the answer in the Journal (August 5, 
p. 369) by Dr. FitzGerald and others to the allegation made by 
Dr. William D. Gray at the meeting of the Sections of Diseases 
of the Chest and Tuberculosis and of Preventive Medicine at 
the Annual Meeting of the B.M.A. at Liverpool. I, however, 
am certainly not satisfied with his reply. Does Dr. Gray really 
believe that we should ask the permission of the tuberculosis 
officer before treating our patients with streptomycin or P.A.S. ? 
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Perhaps Dr. Gray also believes that we should also ask the 
permission of the medical officer of health before treating a 
case of puerperal sepsis with penicillin. 

It is the primary responsibility of the general practitioner to 
treat these diseases, and he is certainly under no obligation to 
consult the tuberculosis officer first. I have long since by-passed 
the tuberculosis officer in all cases of tuberculosis. All x-ray 
examinations, sputum tests, and E.S.R. determinations are 
arranged at the local hospital, and all difficult cases referred to 
the chest physicians at the teaching hospitals. Previously I 
found it so difficult to prevail on the tuberculosis officer to 
arrange these investigations that I found it essential to make the 
arrangements. If a tuberculosis officer did arrange an x-ray 
examination I found it almost impossible either to see the film 
or to obtain a report.—I am, etc., 


London, S.W.2, R. CrosBiE WALSH. 


Carcinoma of Islets of Langerhans 


Sir,—In the British Medical Journal of April 29 (p. 982) 
Drs. B. F. Brearley and J. W. Laws reviewed a case of carcinoma 
of the islets of Langerhans accompanied by hypoglycaemia. The 
patient died. Microscopical examination showed carcinoma of 
the islet cells of the pancreas with metastases in the abdominal 
organs. Some years ago, in 1932, I had the opportunity to 
observe a similar case. The history of this case is as follows. 


The patient, a man of 63 years of age, owner of a public-house, 
suffered from diabetes mellitus for three years. He consumed 
alcoholic drinks regularly before the diabetes. Since his illness was 
discovered he drank regularly daily about 1-1.5 1. of wine on 
prescription, besides following a meat and vegetable diet. On this 
diet he had glycosuria. During half a year he lost considerable 
weight. Before he weighed 200 Ib. (90 kg.), but now, even with his 
huge ascites, he weighed altogether 168 Ib. (75.6 kg.). The legs were 
also swollen. Later no sugar was to be found in his urine. He was 
admitted to hospital on February 25. On this occasion, and later 
too when undergoing regular examination, there was no sugar in the 
urine, but urobilinogen was positive and the blood-sugar level was 
120 mg.%. The patient had no jaundice. The Wassermann 
reaction was negative. The patient suffered permanently from high 
temperature up to 102.2° F. (39° C.). After some “ novurit ” diuretic 
injections we performed puncture of the ascites and drained more 
than two gallons of the ascites fluid. After puncture a tumour as 
big as two fists became palpable in the epigastrium. Glycosuria did 
not occur though his diet contained pure carbohydrates. The 
general state of the patient gradually grew worse and he died on 
March 12. Some of the more significant details of the necropsy 
were as follows. There were about two gallons of ascites fluid in 
the abdomen. The liver had a granular surface, and under the 
stomach and on the lesser curvature a mass of lymph glands as big 
as a child’s head was situated. The head and body of the pancreas 
were changed into a big soft mass of tumour tissue, which together 
with the lymph glands formed one body. The tumour was soft like 
marrow, with an abundant pulp and sulphur-yellowish necroses and 
haemorrhages. The stomach was intact: the tumour did not touch 
it. The liver was full of granules of a greenish-red colour ; metastases 
were found in the liver too. Diagnosis: interstitial hepatitis, and 
carcinoma of the pancreas with metastases. 


No histological examination took place ; therefore it could not 
be precisely ascertained which cells of the pancreas were the 
source of the tumour ; but it was a fact that simultaneously with 
the growth of the tumour the diabetes disappeared and the 
patient showed no glycosuria in spite of the pure carbohydrate 
diet, and his blood-sugar level also became normal. / Conse- 
quently the tumour contained insulin-producing cells.—I am, 
etc., 


Csorna, Hungary. ALEXANDER FERENCZI. 


Sulphonamide Dosage in Kidney Infection 


Sir,—Professor D. M. Dunlop in his paper on sulphonamide 
therapy (Journal, August 12, p. 408) states that in coliform 
urinary infections it is unnecessary to give large doses of 
sulphonamides, as they are concentrated by the kidneys in 
their passage from the blood into the urine. This would be 
true if we could be certain in any given case that the infection 
has not penetrated into the interstitial tissues of the kidney. 
In these cases it is obvious that what matters is not the 
urinary concentration of the drug but the blood concentration. 


This was pointed out clearly and vigorously by Birchell and 
Alexander in an outstanding paper on the medical aspects of 
pyelonephritis. The distinction at the bedside and in the 
clinical side-room between pyelonephritis and more innocent 
infections of the urinary tract is notoriously difficult. Pyelo- 
nephritis is responsible for a not inconsiderable number of 
cases of hypertension and renal failure in children and young 
adults. It is, therefore, a disease which merits great considera- 
tion and thorough treatment. For these reasons Birchell and 
Alexander very correctly advocates that sulphonamides be given 
in full doses and for five to seven days in all cases of coliform 
urinary infections.—I am, etc., 


London, N.21. E. MONTUSCHI. 


REFERENCE 
Birchell, R., and Alexander, J. E., Medicine, 1950, 29, 1. 


Imported Helminthic Infections 


Sir,— Your annotation under this title (July 22, p. 206) recalls 
how little is reliably known of the incidence of these infections 
in communities in this country. It is indeed as much a matter 
of clinical as of epidemiological importance that surveys should 
be undertaken and reported on the prevalence of parasite eggs 
and larval excretion not only of tropical helminths but also of 
endemic cestodes and nematodes. The possibilities of diphyllo- 
bothrium becoming established as a public health risk here have 
been mentioned by some of your contributors (July 22, p. 188). 
Immigrants and returning Servicemen, prisoners of war, and 
civilians from countries where helminthiasis is widespread may 
unwittingly harbour one or more species of intestinal parasite 
acquired abroad and responsible for deceptive or equivocal 
symptoms. 

Last week I found 48 West Africans living at one of the more 
salubrious of London’s common lodging houses, and was 
reminded of the findings in 1945 during a survey of the stools of 
100 apparently normal uncomplaining West African native 
soldiers stationed at Benghazi (Cyrenaica). Ninety-nine showed 
helminthic ova or larvae ; 72 of these were infected with two, 
three, or four different species, and one man’s stools showed 
five. The species identified were Taenia saginata (3), Ascaris 
lumbricoides (31), Trichuris trichiura (59), Ankylostoma 
duodenale (55), Trichostrongylus columbriformis (77), and 
Strongyloides stercoralis (14). Seventy-eight of the 100 
“ normal” men showed a blood eosinophilia of 10-40%. There 
is another important aspect of this problem. So many 
helminths invade the lung at one stage of their life cycle in men 
that lung symptoms due to their unsuspected presence may 
create difficulties in accurate diagnosis, especially when such 
symptoms are accompanied by changing areas of radio-opaque 
pulmonary collapse or consolidation and marked eosinophilia. 

In some of the puzzling lung cases met with in practice 
parasitological examination of sputum and stool for ova or 
larvae can be very helpful. Similarly, ova and developing 
Enterobius vermicularis may sometimes be demonstrated in the 
purulent nasal discharge of young children and indicate the 
more appropriate orifice to which treatment should be directed. 
—I am, etc., 


Westminster, S.W.1. W. HARTSTON. 


Hyperemesis Gravidarum and Oestrogens 


Sir,—I was interested to read in your issue of July 29 (p. 275) 
that Professor W. I. C. Morris, a renowned and revered 
obstetrician, had asserted that “ hyperemesis gravidarum was 
the one complication of pregnancy in which obstetricians had 
accepted the major importance of the psychological com- 
ponent.” 

Although nausea and vomiting in early pregnancy can be caused 
by several conditions—e.g., pyelonephritis—hyperemesis gravidarum 
is a characteristic syndrome. The most prominent symptoms are 
intense wretchedness, depression, nausea, vomiting, and the develop- 
ment of marked acetonuria within a period of a few weeks. In my 
cases the onset of symptoms has been abrupt and they have increased 
in severity with alarming rapidity. In my opinion, hyperemesis gravi- 
darum, far from being caused by psychological factors, is a toxaemia 
caused by an endocrine or metabolic upset with a vicious-circle 
action. 
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In my first case, in 1947, after a trial of all the usual methods 
of treatment, when termination of pregnancy was being con- 
sidered, I hit on the icea of giving synthetic oestrogen 
(dienoestrol) in comparatively large doses by mouth. Within 
two to three days the effect was dramatic and the condition 
cleared up completely. My last case occurred this year. During 
the sixth week of pregnancy it became necessary to institute 
treatment. Ethinyl oestradiol was used and the dose was 2 mg. 
tid. At the 13th week this dose was gradually reduced over 
a period of one month, at the end of which it was discontinued. 
This method completely contro!led the hyperemesis gravidarum. 
When du nmy tablets were substituted, the condition recurred. 
I might add that in the few cases of the disorder I have seen 
there was no evidence whatever of psychological disorder. 

There is one piece of laboratory evidence in favour of treat- 
ment with oestrogen. Smith and Smith’ * found in the toxaemias 
of pregnancy an increased output of gonadotrophin and a 
diminished- output of oestrogen and progesterone.—I am, etc., 


Carlisle. JAMES Ross. 
REFERENCES 
1 Smith, G. V., and Smith, O. W., Amer. J. Physiol., 1933, 103, 356. 
2—_ —— J. clin. Endocrinol., 1941, 1, 477. : 


Intermittent Dosage with Streptomycin 


Sir,—I was interested to read Dr. R. Munro Ford’s letter 
(August 5, p. 369) commenting on a recent paper in the Journal 
concerned with intermittent dosage in the treatment of pul- 
monary tuberculosis with streptomycin (May 27, p. 1224). I 
quite agree that there are theoretical reasons for suggesting 
that a dosage of, say, 3 g. of streptomycin every third day 
might diminish the high incidence of streptomycin-resistant 
organisms which occur when 1 g. is given every day. In addi- 
tion, such high intermittent dosage might be more effective clini- 
cally, and there is evidence to suggest that it would be no more 
toxic. In fact, a clinical trial of such a regime has been advocated 
from time to time in this country, but it has not been possible 
to arrange it owing to pressure of other investigations. The 
great success of P.A.S. in reducing the incidence of strepto- 
mycin-resistant tubercle bacilli now makes it unjustifiable to 
try out any regime using streptomycin alone. - It is possible 
that a high intermittent dosage of streptomycin might be 
employed in an attempt to avoid streptomycin resistance com- 
pletely, but a very large number of cases would have to be used 
to demonstrate that it had any advantage over the more con- 
ventional regime. In the meantime, I do not think that high 
intermittent dosage should be advocated for general use until 
there is practical evidence both of its value and of its freedom 
from undesirable effects. We thought there were good theoreti- 
cal reasons for hoping that one of the methods of intermittent 
dosage which we tried would succeed in at least postponing 
the emergence of resistant organisms, but we were wrong. 

I should add that these are my personal views and do not 
necessarily represent those of the other authors of the paper 
or of the Medical Research Council.—I am, etc., 


London, W.12. JOHN W. CROFTON. 


Folic Acid and Pernicious Anaemia 


Sir,—I have read Dr. Rutledge W. Howard’s letter in the 
Journal of August 12 (p. 417), and also the articles in the New 
England Journal of Medicine of March 23, 1950, to which he 
referred, and which were not printed at the time when I 
submitted my article to the Journal. I failed, however, to find 
any evidence of the proof that folic acid does not harm the 
nervous system in pernicious anaemia in either the editorial 
or the article by Harvey, Howard, and Murphy, who are 
concerned only with the effects of folic acid on normal persons 
or patients not suffering from P.A. On the other hand, the 
experience of several workers in this country and the United 
States appears to be that there is more than a suspicion that 
folic acid treatment of pernicious-anaemia patients may either 
bring about or accelerate the development of neurological 
lesions, which are, of course, not primarily caused by folic acid 
but are a part of the P.A. syndrome. From this point of view 


I agree with Dr. Howard that folic acid by itself is not the 
causal factor of the neuropathy. 

I cannot agree with his suggestion that folic acid should be 
given in combination with liver extract or vitamin B,, in the 
treatment of pernicious anaemia. I think this would be a 
dangerous procedure, as it would rob us of the only criterion 
with which to judge the adequacy of our therapeutic measures. 
It is only by keeping the red cells up to 5,000,000 and the 
haemoglobin up to 100% that we can prevent subacute com- 
bined sclerosis of the cord. The simultaneous administration 
of folic acid and liver or vitamin B,, will blur the picture. It 
would be impossible to assess how far a normal blood finding 
was due to folic acid or due to the liver principle which alone 
can prevent neurological lesions. 

I agree with all Dr. Howard said about the value of folic acid 
in certain types of anaemias, other than P.A., although I have 
quite recently found vitamin B,, most effective in a case of 
idiopathic steatorrhoea in which folic acid had failed—I am, 


etc., 


Liverpool, 1. H. Fu p. 


A Simpler Method of Bronchography 


Sir,—Dr. E. G. Sita-Lumsden has described a simple method 
for introducing iodized oil into the trachea (Journal, June 24, 
p. 1491). I will describe one which is simpler still. 

The patient sits on a chair facing the operator, who holds the 
tongue forward while the following four steps of the procedure 
are done. 


(a) The pharynx is thoroughly painted with a 10% solution of 
cocaine. 

(6) Three minutes later 2 ml. of 2% cocaine in a syringe without 
the needle is slowly poured down the nostril, along the floor of the 
nose on the desired side, while the patient’s head is held upwards 
and slightly towards the side concerned. 

(c) After three minutes step (b) is repeated. 

(d) After five minutes the required quantity of the oil in a syringe 
is poured down in the same way, only a bit more slowly. 


No premedication is necessary. It is easy to do and definitely 
more comfortable for the patient than injection and catheteriza- 
tion. There is no coughing out of oil. I have a very limited 
experience with this method. The results have been very good. 
I learnt this technique from another Indian Army doctor— 
Lieutenant-Colonel H. B. Lal, A.M.C.—I am, etc., 


JAGDISH CHANDRA CHUGH, 


Military Hospital, 
Captain, A.M.C. 


Jullundur (India). 


Collapse During Spinal Analgesia 


Sir,—Much interest has been shown recently in the matter 
of collapse following spinal analgesia, and we consider the 
following case to be of sufficient interest to be reported. 


Wilson Hey prostatectomy was proposed for a male aged 71 for 
relief of acute retention of urine of 36 hours’ duration. He suffered 
from dyspnoea and palpitations on exertion and there was radio- 
graphic evidence of left-sided cardiac enlargement. Pulse was 84 per 
min., regular in rhythm; B.P. was 150/100 mm. Hg. Following pre- 
medication with morphine 1/6 gr. (10 mg.) and atropine 1/100 gr. 
(0.65 mg.), spinal analgesia was mduced with 1.4 ml, 1:200 “* cincho- 
caine” in 6% glucose (‘“ heavy nupercaine ’’). He was turned on to 
his back immediately and appeared very pale and shocked. -His 
pulse rate was now about 160 per min. and grossly irregular ; systolic 
blood pressure was 100 mm. Hg. A 1:250,000 adrenaline drip was 
started immediately and the blood pressure raised to 130/90 mm. Hg 
within 30 seconds. Oxygen was administered, and as the patient 
would not tolerate the face-mask sleep was induced with 10 ml. 24% 
thiopentone. It was not possible to adopt a steep Trendelenburg 
position for fear of spread of the solution to the upper thoracic 
segments. As the operation was no longer considered feasible, the 
patient was catheterized and 50 oz. (1.5 1.) of urine withdrawn. On 
return to the ward one hour later his pulse rate was 100 per min. 
and rhythm was still grossly irregular; B.P. was 140/100, without 
adrenaline. An E.C.G. taken 24 hours after the spinal showed 
auricular fibrillation with right bundle branch block pf the Wilson 
type and ventricular extrasystoles. 

As catheterization only produced temporary relief of his prostatic 
obstruction he was given a general anaesthetic (curare, thiopentone, 
nitrous oxide, oxygen, and ether), and the operation was successfully 


_completed 30 hours after the first attempt. Digoxin 0.5 mg. was given 
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intravenously during the anaesthetic, the course of which was 
uneventful. The auricular fibrillation continued for eight days, when 
normal rhythm returned spontaneously. An E.C.G. on the tenth 
day showed nodal rhythm with frequent extrasystoles. 

Dr. Wyn-Jones (physician to the Heart Department, Liverpool 
Royal Infirmary) comments: “* The patient had sufficient evidence of 
myocardial damage that a lumbar puncture alone, or the psycho- 
logical upset of preparation for operation, may have been enough 
to bring on auricular fibrillation without any fall in blood pressure 
due to the spinal. His pre-operative condition could have been 
termed pre-fibrillation, but there was, unfortunately, no E.C.G. taken 
before the operation.” 

Skin sensitivity tests were carried out on the patient and on 100 
medical students as controls, 0.1 ml. solution being injected intra- 
dermally. With 1:1,500 cinchocaine the patient reacted with a flare 
and a }-in. (14-cm.) weal. Of the controls 6% showed a flare 
only. Using 1:200 cinchocaine the patient produced a flare and 
weal 1} in. (3.2 cm.) in diameter. In the control series only five 
weals were seen, and none more than $ in. across. 


These tests show that our patient had a definite sensitivity to 
nupercaine given intradermally, but it is not easy to say whether 
this sensitivity played a part in initiating or aggravating his 
original collapse. This occurred so suddenly after the spinal 
tap that it is difficult to visualize even a minute quantity of 
cinchocaine entering the circulation in such a brief interval. 

The advisability of giving adrenaline in the presence of 
auricular fibrillation can be questioned, but it has been used 
for control of blood pressure in a large series of prostat- 
ectomies, many of which were fibrillating, with no untoward 
effects. 

It might be argued that on account of his poor circulatory 
state general anaesthesia should have been used on the first 
occasion. He was a big man with a thick neck, and an endo- 
tracheal tube would certainly have been used; and the mere 
insertion of such a tube, or the inflation of its cuff, might have 
initiated auricular fibrillation as easily as the prick of a spinal 
needle.—We are, etc., 


E. H. WINTERBOTTOM. 
J. W. DUNDEB. 


Liverpool. 


Forms of Consent for E.C.T. 


Sir,—The form of consent for E.C.T. prepared by the council 
of the Medical Defence Union and published in the Journal 
of August 5 (p. 370) may well be made obligatory in some 
hospitals, and one wonders if the council could consider the 
matter again. The sentence beginning “ Notwithstanding ... ” 
is frightening and can be justified only if it is legally necessary. 
Personally I do not think it is, for once consent to the treat- 
ment has been given the question of breaking bones is not 
relevant to trespass, and an action would turn upon whether 
the practitioner had been negligent in the way he carried out 
the treatment. If he was in fact negligent, the M.D.U.’s form 
would not save him, for the patient cannot be taken as consent- 
ing to negligent tréatment. If he exercised proper care, then 
the form does not bear upon the matter. ; 

It is insufficiently recognized that bony injury in E.C.T. is 
uncommon. In the case of the most usual complication—com- 
pression fracture of a vertebra—disability is only material in 
a manual worker and then only for a few weeks, and is certainly 
much less than would have accrued from his untreated depres- 
sion. Since this is so, why frame a form which it is difficult 
to imagine any volitional patient agreeing to sign? It corre- 
sponds with a surgical invitation to have one’s appendix out pro- 
vided it is clearly understood that one may develop pulmonary 
collapse, acute retention of urine, or subsequently find the 
surgeon has left the scissors behind inside one. 

I wonder if the council of the M.D.U. could look at this 
again, and produce something that would be “considered 
appropriate” by the doctors and patients as well as by the 
solicitors. As well as deleting the offending sentence, I would 
suggest replacing “convulsive therapy” by E.C.T. or electro- 
plexy, which somehow make one shudcer a good deal less.— 
I am, etc., 

GERALD GARMANY. 


London, W.1. 


Haemorrhage from Peptic Ulcer 


Sir,—Perhaps you will allow us to reply to the comments of 
Dr. A. M. Nussey (August 5, p. 366) on our recent article 
reporting a series of cases of haemorrhage from peptic ulcer 
(Journal, July 15, p. 138). First of all, there is absolutely no 
selection of patients admitted to the Royal Victoria Infirmary. 
All those who are sent to us, and who require in-patient treat- 
ment, are admitted. We have not claimed that a larger series 
would not have resulted in a higher mortality. Quite possibly, 
and even probably, it would have done so. We simply do not 
know. Our personal experience has, however, led us to favour 
the present practice of the medical management of these cases, 
provided that the surgeon is called in as required: and we 
wished to record this. 

Our main object in publishing our figures, however, was to 
urge that in future reports the deaths should be more fully 
analysed. We ourselves have frankly admitted that in two cases 
out of four death might perhaps have been avoided. It is our 
opinion that the records of every fatality should be reviewed 
and that the mortality should be recorded as “ inevitable” or 
“preventable.” We believe that this would be much more 
helpful than a mere total mortality figure, and would be a 
healthy exercise. It is, surely, to the close study of the indi- 
vidual case rather than to any radical change in the control 
or general principles of treatment that we must look for a 
reduction in mortality—We are, etc., 

A. G. OGILVIE. 


Newcastle-upon-Tyne. I. O. B. SPENCER. 


The Dumping Syndrome 


Sir,—May I respectfully suggest that the two syndromes 
referred to by Mr. T. J. Butler (Journal, July 22, p. 218) are well 
recognized by most men interested in gastric surgery? The 
delayed syndrome is of little practical interest. 

With regard to the operative procedure (July 1, p. 15), I did 
not claim it to be original, though I had found no evidence to 
the contrary. Before publication I tried, with the kind help 
of the secretary of the Royal Society of Medicine, to unearth 
every type of gastrectomy with gastro-jejunal anastomosis ; this 
search failed to disclose any description of a central stoma 
with double valve anastomosis. In the last analysis all such 
anastomoses are modifications of the Billroth II operation. In 
this connexion, Lake (1948), quoting Ogilvie, says, “If we 
must have names let credit be properly attributed and call the 
operation the high posterior Finsterer-Lake—Lahey modification 
of the Mikulicz—Krénlein—Hof reister-Reichel-Polya improve- 
ment of the Billroth II gastrectomy with a large valve and a 
small stoma.” To my knowledge none of the methods 
published by any of these authors resembles the one I 
described. 

Wakeley (1947) includes a figure showing 12 different types 
of gastric anastomoses, one of which, attributed to Willns and 
stated to have been published in 1911, shows a central gastro- 
jejunal stoma. I failed to find a report of this operation, the 
nearest I could get to it being an article by Wilms in, I think, 
1918. The latter infolded the edges of the lesser and greater 
curvatures, but could not be said to have produced a central 
stoma with double valve anastomosis. I should therefore. 
appreciate it if Mr. Butler would kindly give the reference of 
the article he refers to. 

Finally, I think the description of the operative technique is 
difficult to follow, as it was found possible to include two only 
of the ten sketches submitted. I hope to publish descriptive 
details later—I am, etc., 

Dublin. T. O'NEILL. 

REFERENCES 
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Sir,—Whatever the mechanism of this syndrome it generally 
appears to become operative immediately after operation, 
partial gastrectomy, gastro-enterostomy, etc. The following 
case history is unusual in that symptoms appeared only after 
an interval of 23 years. 
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The patient, aged 61, is a sheet metal worker and follows a strenu- 


ous occupation. In December, 1949, he called me in after collapsing: 


at work, but he was quite recovered when examined. In the past two 
years he has had queer attacks occurring about half an hour after 
meals. These are characterized by a feeling of nausea, palpitation, 
cold sweats, and general weakness, leading to fainting on several 
occasions. The attacks have varied in severity, but, the more strenu- 
ous his activity after food, the more severe were the resultant 
symptoms—e.g., on the particular occasion referred to above he had 
been late for work and had taken a short cut which required climbing 
up and down a long steep flight of steps to cross a bridge, and “ at 
the double” to make up lost time. The attacks have lasted about 
20 minutes, with spontaneous recovery. He has discovered that 
eating a toffee hastened such a recovery, and, if taken about the time 
of onset, prevented or lessened the severity of the attack. 

Physical examination revealed no cause for the symptoms, the 
only unusual feature being a very neat upper abdominal operation 
scar. The blood sugar curve was 80 mg. fasting; 280 mg. at half- 
hour after 50 g. glucose; 160 at 1 hour; 70 at 14 hours; 60 at 
2 hours; 70 mg. at 24 hours; the urine containing sugar in the 
l-hour specimen. Barium meal showed a gastro-enterostomy, with the 
stomach emptying through the stoma and afferent loop: no ulceration 
was present. 


This gastro-enterostomy was performed 25 years ago for 
intractable peptic ulcer with vomiting, and with a little care 
and diet he has been symptom-free until the onset of the 
“dumping syndrome” two years ago.—I am, etc., 


Lancaster. GRAHAM H. ANDERSON. 


Division of Popliteal Vein for Varicose Ulceration 


Sir,—It was a pleasure to me to read in the August 5 number 
of the Journal your annotation on varicose ulceration (p. 338), 
in which, in my opinion, the whole problem is very fairly 
stated. There is, however, one point upon which I do not 
wholly agree with the opinion voiced by you. Your statement 
that in the resting patient the pressure in a dependent vein (in 
this case the popliteal vein), whether normal or abnormal, will 
represent the hydrostatic pressure exerted by a column of 
blood extending up to heart level is without a doubt true, 
provided that no ligatures have been applied to the vein. In the 
test, mentioned by you, which I have devised for the purpose of 
making sure, at the operating table, that femoral-vein incompe- 
tence is present, the most important detail is the ligation of the 
popliteal vein below the point of introduction of the needle 
connected with the pressure manometer. This technical detail 
may have escaped your notice, probably because it was not 
sufficiently emphasized by me in the Liverpool discussion ; it is, 
however, quite clearly described in my original article. It seems 
to me that by the application of this distal ligature the hydro- 
static pressure must be eliminated, and that the rapid rising of 
a blood column in the manometer glass tube must necessarily 
indicate a valvular incompetence in the femoral vein. If blood 
is allowed to escape from the popliteal vein, blocked at its lower 
end, this must result in a-lowered pressure in the vein and 
immediate closure of all valves above, if functioning normally. 
The blood column in the glass tube could not rise more than 
a few centimetres, and not, as it has been observed to do in 
over 200 pathological cases, 50 to 70 cm. Hence, I do think 
that this test is of considerable value. If positive, there prob- 
ably is no need for hesitation in proceeding with the final steps 
of the operation.—I am, etc., 


Mariestad, Sweden. GUNNAR BAUER. 


Lung Cancer and Petrol Lighter 


Sir,— Amongst the many causes of lung cancer listed to-day, 
from road-tarring, exhaust from motor-cars, and excessive 
tobacco smoking, there appears to be one important factor 
which has so far been overlooked: the almost universal use of 
the petrol lighter. The smoker to excess uses this method of 
igniting’ tobacco at least twenty to thirty times a day and must 
inhale the end-products of petrol combustion. 

My excuse for this letter is that it may prove to be of some 
help in research on this difficult problem.—I am, etc., 


London, S.W.1. R. W. IRONSIDE. 


Every Breech an Abnormality 


Smr,—I have read with much interest the letter from Dr. Jean 
Hallum (August 12, p. 418) with regard to breech deliveries, 
and I should like to support her contention that every breech 
should be considered an abnormality. Dr. T. Redman (April 8, 
p. 814) has shown that, contrary to general opinion, the outlook 
for the foetus in the primiparous breech is not notably worse 
than in the multipara. Miss Hallum has shown what excellent 
results can be obtained in hospitals with the use of a properly 
trained team. I would differ with her on the question of anaes- 
thesia. I consider that any internal manipulations, including the 
application of forceps to the after-coming head, are applied 
with less trauma to the child if general anaesthesia is used, and 
for this purpose I have found it important to have an anaes- 
thetist standing by, prepared to induce anaesthesia with thiopen- 
tone. The use of pudendal block, with its relaxant effect on the 
perineum, is of enormous value. 

There is no doubt that many thousands of breech deliveries 
have been successfully performed by midwives, and many 
thousands more by doctors under domiciliary conditions, but 
the difficult case cannot be successfully managed at home, and 
it should always be remembered that breech presentation may 
indicate a pelvic deforrmhity or some other abnormality which 
can seriously complicate delivery. Only hospital management, 
with the best facilities available, will give the best results, and 
in fairness to the mother and child this service should be avail- 
able for every case of breech presentation.—I am, etc., 


J. A. CHALMERS. 


Inverness. 


Sir,—Dr. J. L. Hallum (August 12, p. 418) urges the revision 
of the Central Midwives Board rules regarding breech 
deliveries, and I wish to support this suggestion most strongly. 
All midwives seek medical aid with a primigravid breech 
delivery, but there is far too much complacency about the 
breech presentation in a multipara. Only recently I saw a case of 
shoulder presentation in which quite an experienced midwife had 
diagnosed a breech presentation and did not realize anything was 
amiss until the arm prolapsed. It should be quite clearly laid 
down that a breech presentation is a malpresentation and 
medical aid must be summoned. 

Another subject which might be dealt with by the rules is the 
operation of manual removal of placenta. Most obstetricians 
will agree that this operation should be performed only under 
general anaesthesia with full aseptic precautions, preferably with 
an intravenous drip set up. Now that midwives have been 
granted permission to give ergometrine intramuscularly before 
the birth of the placenta in cases of severe post-partum haemor- 
rhage, there can be no justification for a midwife attempting 
this operation on her own, save under the most exceptional 
circumstances, such as where medical aid would be unobtainable 
for a number of hours. In teaching pupil midwives I am most 
reluctant to describe this operation at all, but I am constantly 
urged to do so “ in case some examiner asks them how to do it.” 
—I am, etc., 


London, W.12. SAMUEL LASK. 


Saving Money on N.H.S. Prescriptions 


Sm,—It has been stated that much of the expense of the 
National Health Service is due to doctors prescribing a pro- 
prietary prescription instead of the standard equivalent. Though 
this may sometimes be deliberate, from my own experience I 
would suggest that it is frequently due to the doctor being 
ignorant of the name of the standard preparation. For instance, 
I was taught as a student to use “theominal,” and it was not 
until I had been in general practice for some years that I dis- 
covered that tab. phenobarbiton. et theobrom. B.P.C. was a 
much cheaper preparation ; more recently I have been impressed 
by the effects of “ benzedrine,” and have only just found—and 
memorized—the more complicated name of amphetamine 
sulphate. It is not practical to ask a busy practitioner to write 
out a list of all the drugs he uses, to check whether any of 
them has a standard equivalent, and to memorize all these for 
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future prescriptions ; on the other hand every pharmacist must 
know at once if such a preparation exists. This difficulty could 
be easily got over by printing just above the signature space on 
E.C.10, “ Please substitute the standard equivalent for any pro- 
prietary preparation prescribed above”; this could be struck 
out by the doctor if he wished the proprietary preparation to be 
prescribed. I for one would welcome this, as it would show 
that I was anxious to co-operate in reducing expenditure and at 
the same time relieve me of continually searching pharma- 
copoeias for standard equivalents—particularly of new prepara- 
tions.—I am, etc., 


Henley-on-Thames. K. NEVILLE IRVINE. 


Amalgamation of Radiological Societies 

Sir,—In a recent number of the Journal (August 12, p. 410) 
you have devoted a long notice to the International Congress in 
Radiology which has recently taken place in London. This 
congress was magnificently organized and managed with the 
utmost efficiency, and the greatest possible credit should be 
given to all those concerned. There was a great number of 
foreign visitors, and all those to whom I spoke were most 
enthusiastic about the arrangements, and there can be no doubt 
that the organizers have done a great service to radiology in 
general and to British radiology in particular. 

Before the competent team that ran the congress disbands, 
there is one domestic problem to which I feel they might with 
advantage turn their attention, and this is the co-ordination of 
radiological activity in this country. There can be no doubt 
that radiologists, as a whole, are perturbed about the multi- 
plicity of radiological bodies in this country. The British 
Institute of Radiology, the Faculty of Radiologists, and the 
Radiological Group of the B.M.A. all have a hand in looking 
after the interests of radiologists ; while the B.I.R., the Faculty, 
and the Section of Radiology of the Royal Society of Medicine 
are all concerned in promoting knowledge of radiology. There 
are, in fact, four bodies to which radiologists should belong. 
In addition, there are certain local radiological bodies which 
are concerned with their own business matters in their respec- 
tive areas. It cannot be denied that there is a certain amount 
of rivalry between these bodies. Would it not be possible for 
those who ran the congress to get together and evolve some 
sort of amalgamation of all the bodies referred to above, so that 
there would be only one radiological authority in the country ? 

Nobody is more conscious than I am of the difficulties 
inherent in this suggestion, but I am certain that the present 
schism leaves us all at a disadvantage, and there can be no 
doubt that if the various radiological bodies in this country 
could be co-ordinated the greatest possible benefit would ensue. 
This is a problem which bristles with difficulties, but I am sure 
that the team that ran the congress could surmount them.— 
I am, etc., 


Newton Abbot, Devon A. ROBINSON THOMAS. 


An Adjustable Bed for Patients at Home 


Sir,—Just before the war while on holiday in Skye I came 
across a simple lightly constructed bed which appeared to fill 
a real need for the bed-ridden patient; it was certainly in 
constant demand in that district. The frame was so balanced 
and jointed that by pulling a lever at the side of the bed the 
patient could change from the lying to the sitting posture at 
will. The lever was detachable and could be inserted in a 
slot on either side of the bed. 

When I saw it in use, the patient was a frail lady of 70 with 
a right-sided hemiplegia, yet by having the lever on the left 
side she was able to manipulate it unaided and could sit propped 
up for meals or for reading or for receiving visitors, and could 
equally well lie down flat when she wished. In these days 
when so many patients cannot get admission to hospital or 
sanatorium a bed of this sort would seem to meet a real need ; 
there may possibly be disadvantages in a hospital ward in having 
the adjustment of a cardiac type of bedstead under the patient’s 
own control, but in the home it would often add enormously 


to the patient’s comfort and well-being. Have any of your 
readers had experience of this type of bed, and is it still 
obtainable ?—I am, etc., 

Dkeston. T. H. GILtison. 


Inoculation Certificates Required Abroad 


Sir,—I wish to refer to a letter by Sir Philip Manson-Bahr 
in the Journal of July 22 (p. 215). The British Overseas Airways 
Corporation has the most up-to-date information in this country 
on the requirements of various Governments regarding certifi- 
cation of vaccination and inoculation needed for travellers by 
air. This information is obtained from the World Health 
Organization through their Weekly Epidemiological Record and 
their daily broadcasts, as well as from the Ministry of Health 
by means of their Weekly Record of Certain Infectious Diseases, 
and by day-to-day advice received from the Corporation’s agents 
in various countries throughout the world. If the British 
Medical Association secretariat were to maintain such an up-to- 
date dossier of information as recommended by Sir Philip 
Manson-Bahr, doubtless it would be necessary for them to 
obtain the information through the British Overseas Airways 
Corporation. It is considered, therefore, that the simplest 
procedure is for any medical practitioner who wishes up-to- 
date information on this matter to apply to the Medical Depart- 
ment, British Overseas Airways Corporation, Stratton House, 
Piccadilly, W.1, Telephone Mayfair 6611, or to the representa- 
tive in this country of the country or countries which the 
traveller intends to visit in transit——I am, etc., 


HarRoLp E. WHITTINGHAM, 
Director of Medical Services, B.O.A.C. 


POINTS FROM LETTERS 


Amoebiasis in Great Britain 

Mr. JAMES MILLER (Painswick, Glos) writes: Although Dr. Cecil A. 
Hoare’s paper on this subject (July 29, p. 238) has special reference 
to the question of carriers and quotes only literature from 1913 
onwards, it may be of interest to recall what the authors claimed (and 
the claim has, so far as I know, not been denied) was the first 
published case in a patient who had never been abroad. The paper 
was published by Sir Robert Saundby and myself in the British 
Medical Journal of March 27, 1909. Here are the main facts: A 
male aged 40 who had never been out of the Birmingham district 
was admitted to the Birmingham General Hospital, where Sir Robert 
Saundby was at that time senior physician and I was pathologist. The 
patient died after nine days, during which period his only localizing 
symptom was the passage of one stool containing a considerable 
quantity of blood. He developed fluid in the right side of the chest, 
whence 15 oz. of blood-stained fluid was removed. At the post-mortem 
a large abscess was found around the head of the caecum, where there 
was a rupture blocked by slough. On opening the gut a large ulcer 
with black adherent slough was present in the caput coli, with 
numerous smaller ulcers, most of them the size of a pea, in the 
ascending and transverse colon, becoming less numerous in the lower 
portion of the bowel. These ulcers had raised overhanging margins 
and contained adherent sloughs. In these and in the neighbouring 
bowel wall amoebae were found. The liver, which weighed 102 oz. 
(2.9 kg.), showed a large abscess the size of a foetal head. It con- 
tained brownish-red pus and necrosed liver. Cultures from this 
material proved sterile. The pus, necrotic material, and the surround- 
ing liver showed numerous amoebae, some of them in bile ducts. So 
far as we were able to ascertain at the time of publication, this was 
the first case of the kind recorded in Great Britain. The case, with 
slides, was shown at a meeting of the Pathological Society of Great 
Britain and Ireland. No doubt it is one of the cases of amoebiasis, 
stated by Dr. Hoare to number now not more than three dozen, 
reported among persons who had never been abroad. 


London, W.1. 


Refresher Course on Psoriasis 

Colonel S. HAuGHTON (I.M.S., retired) writes: No mention is made 
of any internal medicine for psoriasis (July 22, p. 207), yet the fact 
remains that sulphur given by the mouth is most helpful. Suck 
one to three Jarge sulphur tablets daily, if necessary for one to three 
months. In spite of all teaching and textbooks there is nothing that 
eases the condition so quickly in many patients. Of course it does 
not cure it. I learned this many years ago from a psoriasis patient 
who complained he could get no large sulphur tablets during the war. 
I was sceptical, but obtained them. The result after two weeks was 
dramatic, and his psoriasis remained under control, with no other 
treatment, for years. I have had equally good results with some half- 
dozen other patients. 
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Obituary 








P. L. DANIEL, F.R.CS. 


Mr. R. W. Raven writes: May I be permitted to pay 
my tribute to the memory of my friend and colleague, the 
late Mr. Peter Daniel (about whom an obituary notice 
appeared in the Journal of August 19)? An outstanding 
feature of his work, carried out over a period of so many 
years, was the great kindness and consideration given to his 
patients. He never spared himself where their welfare was 
concerned, and there are many with cause to be profoundly 
thankful for all he did for them and their families. The 
appeal exerted by the “ widow and the fatherless ” was very 
real to him. At the Gordon Hospital, where he was a 
member of the surgical staff for 44 years, we loved him, 
and at the staff meeting—with nursing, medical, and 
administrative representatives—which was held on his retire- 
ment, the affection and esteem in which he worked were 
apparent to all. Although he had reached the age of 77 
his mind was always searching for new ideas, and it was 
a real joy to talk with him about new aspects and techniques 
of surgical work. Since he possessed a sound and mature 
surgical judgment, we sought his advice in our work and 
valued his opinion. In committee he was excellent in every 
way and never afraid to speak his mind or to carry out 
that which, after careful consideration, he considered to be 
right. He came from another generation fast dying out, 
and these men leave behind them indelible impressions and 
influences for good on those who follow. Belonging to a 
different age from ours, they speak of those things which 
inherently we love so well and perhaps stand in danger of 
losing awhile. 


Dr. WiLLIAM LyLe, M.P., who died with tragic suddenness at 
his home in Belfast, was a son of the manse. He was educated 
at the Intermediate School, Newtownstewart, and at Queen’s 
College, Belfast. Entering the medical school, he graduated 
M.B., B.Ch. in 1893 at the Royal University. He then practised 
for a year as an assistant at Bacup, Lancashire, returning to 
Newtownstewart as dispensary doctor and medical officer of 
health. A skilled physician, he was much esteemed by all the 
people of the district in which he practised. When he retired in 
1936 he was succeeded by his son, Dr. Leslie A. Lyle, who is 
carrying on the family tradition of public service. Dr. Lyle 
also took an active interest in public affairs and was a member 
of Tyrone County Council for several years. After his retire- 
ment he came to Belfast in 1936. Always imbued with the spirit 
of service to the community, he succeeded the late Colonel A. B. 
Mitchell in 1942 as a representative at Stormont of Queen’s 
University. During this period he took a keen interest in 
Parliamentary affairs, and it was largely owing to his efforts that 
the Select Committee on Health, Services, which sat in 1943 and 
1944, was set up under the chairmanship of the late Howard 
Stevenson, M.P., F.R.C.S. Following the report of this com- 
mittee the present Ministry of Health and Local Government 
was established. At the 1945 election Dr. Lyle was narrowly 
defeated, but he regained his seat at the election held in 
February, 1949. In Parliament he was a fearless advocate of 
the rights of the people of Northern Ireland, and his speeches 
in the debates of the House were always marked by a single- 
ness of purpose and a forthrightness of utterance that were 
characteristic of the man. During his long career Dr. Lyle 
held many offices. He was president and treasurer of the 
Northern Ireland Branch of the British Medical Association ; 
he was a representative for six years on the Representative 
Body ; and he was a member of Council. He acted as chairman 
of the Poor Law Medical Officers’ Association, and was a county 
director and later president of the Belfast Branch of the British 
Red Cross Society. He was also joint honorary secretary and 
treasurer of the Ulster Joint Committee of the Order of St. John 


of Jerusalem and the British Red Cross Society. Dr. Lyle took a 
practical interest in education and was for many years a 
Governor of Princess Gardens School, Belfast. A vice-president 
of Queen’s University Unionist Voters’ Association, he acted 
for many years as its honorary treasurer and as a member of its 
executive committee. He was a Past Provincial Senior Grand 
Warden of the Masonic Province of Tyrone and Fermanagh, 
and when he came to live in Belfast he affiliated to Queen’s 
University Masonic Lodge, No. 533, to which he rendered 
service for several years as honorary treasurer. During the 
recent war and up to the time of his death Dr. Lyle was a very 
capable chairman of a medical board for the examination of 
recruits. Busily engaged up to the last in his multifarious duties, 
he has left behind him treasured memories among his many 
friends. He is survived by his widow and daughter, and by 
three sons who are engaged in general practice. 


Dr. CLrvE ROWLAND BISHOP VINCENT was killed in a motor- 
cycle accident on July 11 aged 28 years. He was house-surgeon 
at the Brook General Hospital at the time of his death. He 
was educated at the Lancaster Royal Grammar School, where 
his father had been a popular master for well over 30 years, 
King’s College, London, and King’s College Hospital. He 
qualified in 1947 and obtained resident appointments at the 
Connaught Hospital, Walthamstow, and the Nelson Hospital. 
Later he worked as resident anaesthetist at the Miller General 
Hospital, Greenwich, for over a year and commenced to study 
for the D.A. He designed and made several instruments for 
intubation for his own use. Dr. Vincent had a very real love 
of nature, and he was a remarkably successful landscape photo- 
grapher. With his sensitive and conscientious temperament, 
his quiet and ready wit, and his dry sense of humour he will 
be greatly missed by his colleagues and his patients, whose 
sympathy will be extended to his widow. 


Dr. HuGH LLoyp-WIiLuiAMs, of Waenfawr, Caernarvonshire, 
died on July 23 in his eighty-eighth year. He was the younger 
son of the late Mr. and Mrs. Pierce Williams, of Waenfawr, 
and was educated at George Watson’s College, Edinburgh, and 
at the Middlesex Hospital and the Royal Dental Hospital, 
London. He qualified as a dental surgeon in 1885 and as a 
doctor in 1886. He was appointed dental surgeon to the Royal 
Dental Hospital and also dental surgeon and lecturer to the - 
Post-Graduate College at the West London Hospital in 1890. 
He held the latter post until 1920, when he was appointed 
consulting dental surgeon to the West London Hospital. He 
was at one time president of the Odontological Section of the 
Royal Society of Medicine—being on the finance committee 
of the R.S.M. when the new premises were built in Henrietta 
Street—and of the Metropolitan Branch of the British Dental 
Association. He was appointed a justice of the peace for the 
county of Middlesex in 1920. Dr. Lloyd-Williams, who was 
a member of the B.M.A. for 50 years, retired from practice 
in 1932 and had lived ever since at his old home at Waenfawr. 
He was made a justice of the peace for the county of Caernar- 
von in 1935. He is survived by his wife and by two sons. 


Dr. Ropert Watt died in Belfast on July 24, aged 88. He 
was born in Aberchirder, Banffshire, and served his apprentice- 
ship as a pharmaceutical chemist in Huntly. He qualified as 
a chemist in 1885 and ‘did not become a medical student until 
1889, when he entered Queen’s College, Belfast. His academic 
career was marked with many distinctions, including the Coulter 
Exhibition in medicine and surgery in 1893. He qualified M.B., 
B.Ch. in 1894, and, after holding a residential appointment in 
the Belfast Union Hospital, he became a general practitioner in 
Agnes Street, Belfast. He remained in general practice for 53 
years, retiring to a new home in Belfast only a year ago. He 
was an examiner for the Pharmaceutical Society of Ireland. 
Throughout his lifetime he strongly advocated the rightful place 
of the family doctor, and he was a worthy example of honesty 
and integrity to his fellow practitioners and to all his patients. 
His presence, bearing, and ever-ready wit invariably inspired 
confidence in the sick-room. He was clerk of session in the 
Rosemary Street Presbyterian Church for many years. He was 
also a keen freemason. Dr. Watt married in 1895, but his 
wife died suddenly 24 years ago. He is survived by two 
daughters.—D. C. 
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Dr. JAMES WILSON HENEY, tutor in anaesthetics at the Royal 
Victoria Hospital, Belfast, died at his home in Belfast on 
July 30. He was born in 1900 at Mosside, Co. Antrim, where 
his father, the Rev. Thomas Heney, was Presbyterian minister. 
He studied medicine at the Queen’s University of Belfast and 
graduated M.B. in 1922. He took the D.P.H. in 1923 and pro- 
ceeded M.D. in 1927; he obtained the D.A. of the English 
Royal Colleges in 1929. He was a most skilful anaesthetist, 
and as tutor in anaesthetics in the Royal Victoria Hospital he 
was an excellent teacher of his subject. He was also anaes- 
thetist to the Belfast Ophthalmic Hospital. The active phase of 
James Heney’s life was ended all. too soon by the onset of 
chronic myelitis, and for the past six years he was an invalid. 
But this tragedy never dimmed his courage or the brightness 
of his welcoming smile ; no visitor ever heard him complain. 
Dr. Heney is survived by his wife, who was Dr. Gertrude Glenn, 
and whose unremitting care maintained his life and made it 
bearable.—R. M. 


Dr. MARGARET RANKEN, of Sunderland and Newcastle, died 
on August 7 after a short illness. She studied medicine at 
Durham University and graduated M.B., B.S. in 1924. After 
holding various resident appointments she specialized in 
ophthalmology as her life’s work. She had been associated 
with the eye department of the Royal Victoria Infirmary, 
Newcastle-upon-Tyne, for almost 25 years as house-surgeon, 
refractionist, registrar, and associate surgeon. Miss Ranken 
was surgeon in charge of the orthoptic department at Sunder- 
land Eye Infirmary from its inception. This is the orthoptic 
teaching school of the region, turning out a steady flow of 
qualified orthoptists. In 1943 she was appointed ophthalmic 
surgeon to Durham County Hospital, where she was in charge 
of the eye department until 1946, when she was appointed 
ophthalmic surgeon to the Ingham Infirmary, South Shields. 
Miss Ranken’s great interest was in the treatment of squint, 
on which she was a recognized authority, and she elected to 
operate while the patient was still very young. Her success 
in this field of ophthalmology was due to her surgical skill, 
her unlimited patience, and her fondness for children, whose 
confidence and friendship she could always win. She had an 
entirely altruistic outlook on life, and if she could do a good 
turn to anyone she did so without counting the cost to herself. 
She was concerned with the benefits which she in her profes- 
sion could convey to humanity rather than in any personal gain. 
Among her general interests Miss Ranken was a member of 
the Central Orthoptic Board and an active member of the 
Medical Women’s Federation. By her death the community 
has lost a modest and well-loved doctor and the profession a 
skilful and dependable ophthalmic surgeon and a colleague 
who will be difficult to replace. 


Major-General RICHARD HEARD, who retired from the Indian 
Medical Service in 1927, died in Peebles on August 16 at the 
age of 80 after a long illness. He was educated at Trinity 
College, Dublin, and graduated M.B., B.Ch. in 1892. Later 
he proceeded M.D., Belfast, in 1912. He obtained a commis- 
sion in the Indian Medical Service in 1893 and soon saw active 
service on the North-West Frontier of India in Wazaristan 
and with the Chitral Relief Force. He received the campaign 
medals with clasps. A little later he entered the civil branch 
of the service and in 1909 became professor of midwifery and 
gynaecology at the Lahore Medical College, where he was a 
valued colleague. On the outbreak of the first world war he 
returned to military duty and served throughout the war; he 
was promoted to brevet-colonel for his good work. Soon after 
his return to civil employment in India he became Inspector- 
General of Jails in Assam and in 1924 was promoted to the 
more responsible post of Surgeon-General with the Bengal 
Government. A little earlier he had been Surgeon to the 
Viceroy, and in 1924 he was awarded the C.I.E. and also became 
honorary surgeon to the King. He was the author of a work 
on feeding in infancy and early childhood. Major-General 
Heard was an unassuming but thoroughly competent officer, 
always ready to lend a helping hand to brother officers, with 
whom he was deservedly popular. He was typical of those 
who have lent distinction to the Indian Medical Service, most 
of his contemporaries in which he outlived.—L. R. 


EPIDEMIOLOGICAL NOTES 


Poliomyelitis 


Notifications of poliomyelitis in the week ended August 12 
were: paralytic 275 (262); non-paralytic, 117 (105); total, 392 
(367). The figures for the preceding week are in parentheses. 
There was therefore during the week under review an increase 
of only 13 paralytic and 12 non-paralytic cases—a total of 25 
over the previous week, which is very much less than might 
have been expected. 

The main increases compared with the previous week were: 
Lancashire 10 and 4, Cumberland 7 and 1, and Glamorgan 6 
and 1 paralytic and non-paralytic cases respectively ; Isle of 
Wight 10 and Kent 8 paralytic; and Lincs (Kesteven) 14 non- 
paralytic. These were offset by small decreases fairly generally 
distributed. 

The following county areas, with notifications as given, 
contributed 73% of the total notifications for England and 
Wales in the week under review: 

















Paralytic Non-paralytic 
don ne « ns - 13 12 
Loot wn a ince - éa 10 2 
Gloucester wa ve = oe 12 3 
Kent... ‘a sh .& vee - 12 4 
Lancashire - _ = - 25 11 
Lincs (Kesteven) x 7 ae 4 14 
Middlesex ie ea Pe ae 11 3 
Northumberland hea - ‘a 8 6 
Stafford “ ie ea a 15 7 
Surrey .. - Sa ine ‘os 8 7 
Warwick - ~ ‘a ais 25 9 
Isle of Wight .. i ae ie 14 1 
Worcester a am - i 13 3 
Yorks (W.R.) .. ia a <a 15 ¢ 
Glamorgan ‘ oe ‘s i 9 
Totals .. re oa 194 92 
Grand total .. ie 286 








Isle of Wight 


A statement issued by the medical officer of health on 
August 20 says that centres in which no cases of poliomyelitis 
have so far occurred include the towns of Ryde, Cowes, 
Sandown, Ventnor, Yarmouth, Bembridge, and other populated 
areas. There are outbreaks in Newport and Freshwater only, 
and visitors with children have been advised to avoid these 
places. The statement goes on to say that apart from these 
areas “the hazards of a holiday in the island are no greater 
than anywhere else in the country.” 

The Isle of Wight is one of the 62 counties in England and 
Wales. It contains six sanitary districts. The permanent 
population is 92,000 and thefte are 28,000 inhabited houses. 
In the holiday season about 80,000 are added to the population. 
Notifications have been as follows: 
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Aug. 5 |) Non-paralytic 2 ae = _ 
12 Paralytic 3 1 8 1 

Aug. Non-paralytic — = 1 _~ uns a 

19 Paralytic _ 4 1 8 —_ : —_ 

Aug. Non-paralytic — — 3 —_ isa 

Totals—Paralytic 10 2 21 1 2 ; 
Non-paralytic 3 _ 6 —_ 1 








These notifications include five relating to visitors who were 
infected outside the county. The remaining 32 paralytic cases 
have occurred in 22 households. With a few exceptions 
permanent residents are involved, and the infection appears to 
have moved through a very limited line of contacts originating 
with three cases in the infants’ class of a school at Freshwater 
in the rural district council. 
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Quarterly Report for England and Wales 


The infant mortality rate during the first quarter of this year 
was the lowest ever recorded for this quarter, being 37 per 
1,000 related live births, compared with 40 in the corresponding 
quarter of 1949, and an average of 59 for the 10 March quarters 
1940-9. The stillbirth rate was the lowest on record; the rate 
was 22.9 per 1,000 total births, being 0.2 lower than the rate 
for the first quarter of 1949. The birth rate was 16.7 per 1,000 
and was 0.6 below the rate for the preceding first quarter. The 
general death rate was 14.0 per 1,000 and was 0.9 below the 
rate for the March quarter of 1949 and 0.6 below the average 
for the first five quarters 1944-8. 


Quarterly Report for Eire 


The birth rate during the March quarter of this year was 
21.2 per 1,000, which was 0.7 below the rate for the first quarter 
of 1949. Infant mortality was 59 per 1,000 registered births, 
4 above the rate for the preceding first quarter. The general 
death rate was 15.0 per 1,000, being 0.3 above the rate for the 
first quarter of 1949. There were 578 deaths attributed to 
respiratory tuberculosis and 131 to other forms of tuberculosis ; 
these were 53 and 22 respectively fewer than in the first quarter 
of 1949. 


Discussion of Table 


In England and Wales a decrease was recorded in the number 
of notifications of measles 318, scarlet fever 56, whooping- 
cough 27, and an increase was reported for acute poliomyelitis 
62 and dysentery 13. 

The largest decreases in the number of notifications of 
measles were Cheshire 162, Yorkshire West Riding 153, 
Middlesex 76, and the largest rises were Lincolnshire 89, 
London 84. The only variation of any size in the local 
trends of scarlet fever was a decrease of 26 in London. No 
changes were reported in the regional incidence of diphtheria. 
A decrease of 98 in the number of notifications of whooping- 
cough in Yorkshire West Riding was the only fluctuation of 
note in the returns. 

The increased incidence of dysentery was mainly contributed 
by Leicestershire, where the cases rose from 2 to 24 (Leicester 
C.B. 22). The other important centres of infection were Lanca+ 
shire 53 (Middleton M.B. 13, Preston C.B. 11); Yorkshire West 
Riding 39; London 14. 

The largest returns of acute poliomyelitis were Warwickshire 
38 (Birmingham C.B. 18, Coventry C.B. 9); Staffordshire 33 
(Rowley Regis M.B. 7); London 28 (Lewisham 11, Woolwich 
5); Worcestershire 26 (Dudley C.B. 11, Halesowen M.B. 5); 
Yorkshire West Riding 24 (York C.B. 7); Lancashire 22; 
Lincolnshire 20 (East Kesteven R.D. 9): Essex 17; Surrey 12; 
Southampton 11; Middlesex 11; Gloucestershire 11 (Bristol 
C.B. 9). 

In Scotland the only fluctuation in the trends of infectious 
diseases were decreases in the number of notifications of 
whooping-cough 86 and measles 53. The largest returns of 
dysentery were Glasgow 51 and Edinburgh 14. The largest 
centres of acute poliomyelitis were Glasgow 13, Dundee 5, 
Kirkcaldy 5, and Fife county 5. 

In Eire an increase of 21 was recorded in the number of 
notifications of measles and a decrease of 27 was reported for 
scarlet fever. In Dublin C.B. a decrease of 16 was recorded 
in the notifications of measles; the largest fresh outbreaks 
during the week were Meath, Dunshaughlin R.D. 18, and 
Westmeath, Mullingan R.D. 17. 

In Northern Ireland decreases were reported for measles 56 
and scarlet fever 9. The fall in the incidence of measles was 
mainly due to the experience of Antrim county, a decrease of 
16, and Down county, a decrease of 23. The largest returns 
of acute poliomyelitis were Down county and Belfast C.B. 4. 


Week Ending August 12 


The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 695, whooping-cough 
3,422, diphtheria 49, measles 6,420, acute pneumonia 256, acute 
poliomyelitis 392, dysentery 211, paratyphoid fever 2, typhoid 
fever 5. 


F No. 31 
INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended August 5. 


Figures of Principal ae ~~ for the week and those for the corre- 
sponding week last year, for: (a) —— and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

F cory of Births and Deaths, and of Deaths recorded under each infectious disease, 
are : (a) The 126 great towns in England and Wales (including London). 
(b) S onien (administrative county). (c) The 16 principal towns in Scotland. 
(d) The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or no 
alma available. 































































































1950 1949 (Corresponding Week) 
Disease 
(a) |() | |(@)]()] @ || @}|@] 
Meningococcal infections 26, 3) 19) — 1 ra i: i 
Deaths os on 1} — — 
Diphtheria Ae i 45, 3} 9 3) 3 98| 8 21) 4) 5 
Deaths a - Se ee es ee ese 
Dysentery ae i 179} 14) 87) 1 1 94; 10) 40) 2); — 
Deaths ea - — “ais — oo 
Encephalitis, acute .. 6} — | — | — j—f|— 1} — 
Deaths ae a“ —_ — 1 
Erysipelas.. 14) 6| 1 14) 6| — 
‘Deaths 7 i _ 
Infective enteritis or diar- 
rhoea rand 3 one { 28] 8 102 
Deaths 8 — a 2 ya 3} 5} «#1 
Measles* ia .+ | 7,973] 664) 105} 172) 36] 4,266) 303) 63) 145) 85 
Deathst Fe mA a fame | — | — cate | 
Ophthalmia neonatorum 45; — | 10) —| — a & Faw 2 
Deaths 3 
Paratyphoid fever ne 5} 11@)2@y — 50) — a _ 
Deaths i ee —_ — a ee ee ee ee Pe 
Pneumonia, influenzal . . 273) 12 1 2 263} 14) — _ 
Deaths (from _ influ- 
enza)t aa - Fcc 1] — | — , es ee 
Pneumonia, primary .. 106} 4 94) 20 
Deaths ao as 103} 13 3 4 103} 18 5} 11 
ae acute .. 367} 28) 53) 3) 12 169} 20) 15); — | — 
Deaths§ nS. - 20} #1 —_ a 
Puerperal fever . . a — 3 —]| 10 
Deaths Pe lies 
Puerperal pyrexia]| os 82; 8 5| — 3 995 8 9 1 2 
Deaths - nes — a 
Relapsing fever oe — |— —}j—-i-— 
Deaths si ss 
Scarlet fever .. is 956} 47| 115) 34) 48] 1,045) 91] 112) 59) 31 
Deathst ” . ae se, oe eas prey ene 
Smalipox a0 os — |[—Jefef— | — | —| — |] — | — 
Deaths + ne —_ = 
Typhoid fever .. as 8 1 2—|— 3 1| — 4 1 
ee | hon Bh bond Bee 
Typhus fever .. oa aay pee yey, Pe Oe ee Pee Pes) Pes Fe 
Deaths ‘a ai — sg: 
Whooping-cough .. | 3,687] 282| 211| 69] 37] 1,795| 84| 33] 110| 77 
Deaths aa i 7 41 — 1 6é5.L~—Ci‘ia i — 
Deaths (0-1 year) oo 200} 22) 25} 17) 9f 248] 32] 30) 21; 8 
Deaths (excluding still- 
births ee .. | 4,038] 611] 499) 156) 83] 4,205) 680) 493) 162) 93 
Annual! death rate (per 
1,000 persons living) 10-0 9-9) 10-0 
Live births a .. | 7,272}1190} 841} 359) 204] 7,876|1232} 850) 325) 207 
Annual rate per 1,000 
persons living a 16-9 17-0} 20-1 
Stillbirths . 176} 20) 17 176} 24) 29 
Rate per 1,000 total 
births (including 
stiliborn) .. os = 33 





























1B yn 4 is not notifiable in Scotland, and the returns are therefore an approxi- 
mation only 

¢t Deaths from measles and scarlet fever for England and Wales, London 
(administrative county), will no longer be published. 

t Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 

§ The number of deaths from poliomyelitis and polio-encephalitis for England 
and Wales, London (administrative county), are combined. 

\| Includes puerperal fever for England and Wales and Eire. 

4 Primary pneumonia no longer notifiable in Eire. 
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Medical News 








A Ross Commemoration 

To commemorate the discovery by Sir Ronald Ross on 
August 20, 1897, that malaria is transmitted by Anopheles 
mosquitoes, members of the Ross Institute in London laid a 
wreath on his grave in Putney Vale cemetery on August 21. 
Sir Eric Macfadyen, chairman of the standing committee of the 
Ross Institute, said that they did well on an anniversary such 
as this to recall the great benefits to mankind which had 
followed from Ross’s discovery. Sir Malcolm Watson, who 
also participated in the ceremony, said that the Poet Laureate 
had described Ross as the most gifted, most beneficent, and 
most forceful man it had ever been his privilege to know. His 
work had been neglected for many years, and people were 
inclined to say that while it was interesting scientifically it was 
of no practical value. But it was now being applied, said 
Sir Malcolm, in every part of the tropical world in increas- 
ing volume. The Ross Institute, which was founded at 
Putney in 1926, and of which Sir Ronald Ross was the 
first director-in-chief, now has branches in India, Ceylon, and 
Africa. In 1933 it amalgamated with the London School of 
Hygiene and Tropical Medicine, whose origin is linked with 
Ross’s great collaborator, Sir Patrick Manson. 


Colyer Prize 

The Colyer Prize was founded in June, 1926, to commemorate 
the twenty-five years’ service of Sir Frank Colyer as Honorary 
Curator of the Odontological Museum at the Royal College of 
Surgeons of England. The accumulated income of this fund 
is used every third year for the purpose of awarding a prize 
for the best original work in dental science completed during 
the previous five years by a dental surgeon educated at any 
duly recognized dental school in Great Britain or Northern 
Ireland, and who has not been qualified to practise for more 
than five years at the date of the award. The prize committee 
has power to withhold the prize if they consider there has been 
no work submitted of sufficient merit to justify the award. 
Applications from candidates, together with a general account 
of their researches, should be submitted to the prize committee 
at the Royal Society of Medicine, 1, Wimpole Street, London, 
W.1, not later than December 1. 


Alvarenga Prize 

On July 14 the College of Physicians of Philadelphia awarded 
the Alvarenga Prize for 1950 to Ephraim Shorr, M.D., Associate 
Professor of Medicine, Cornell University Medical College, for 
his outstanding work in shock which has provided a clearer 
understanding of the mechanism of this condition. The prize 
was established by the will of Pedro Francesco DaCosta 
Alvarenga, of Lisbon, Portugal, an Associate Fellow of the 
College of Physicians of Philadelphia, to be awarded annually 
by the college’ on the anniversary of the death of the testator, 
July 14, 1883. 


Medical Women’s Federation 

Dr. Doris M. Odlum has been elected president of the Medical 
Women’s Federation for 1951, and will take office at the annual 
general meeting of the Federation in October. Among the 
many posts held by Dr. Odlum is that of senior psychiatrist at 
the Elizabeth Garrett Anderson Hospital, and she is chairman 
of the B.M.A. Committee on Psychiatry and the Law. 


Report on Midwives 

The report of the Central Midwives Board for the year 
ended March 31, 1950, shows that in 1949 there were 18,053 
midwives practising. The number of midwives and pupil mid- 
wives trained in the administration of nitrous-oxide-air analgesia 
was 19,447 at March 31; of these 11,118 were in practice in 
1949. The most pressing administrative problem under the 
National Health Service was found to have arisen from the 
division of the maternity services under separate types of 
authority each entrusted with powers and duties to operate a 


particular section of the Service. A marked decline in 
domiciliary midwifery is recorded, particularly in cases avail- 
able for the training of pupil midwives. The report comments 
that if the present standard is at least to be maintained the 
co-operation of the separate authorities responsible for 
domiciliary and hospital midwifery in each area must be 
assured. The board has decided to conduct experiments on 
training at some six or seven centres, chosen so far as possible 
with differing local conditions. It will take at least another 
year for the first of the experiments to be completed. 


COMING EVENTS 


Royal College of Obstetricians and Gynaecologists 
The annual dinner of the Royal College of Obstetricians and 
Gynaecologists will be held at Dorchester Hotel, Park Lane, 











London, W., cn Friday, September 29, at 7 for 7.30 p.m. 4 “ 
Middlesex Hospital Medical School 4 

The annual dinner of the Middlesex Hospital Medical 4 
School will be held at the Savoy Hotel (Victoria Embankment a 


entrance), London, W.C., on Thursday, September 28, at 7 for 
7.30 p.m. 


Law of Abortion 

After the annual meeting of the Abortion Law Reform 
Association a public meeting will be held at 7.30 p.m. on ¥ 
September 27 at the Conway Hall, Red Lion Square, London, op 
W.C.1. 


British Medical Students Association 

The Liverpool National Clinical and Preclinical Conference 
will be held at Liverpool on September 12-15. Full details 
may be obtained from the Liverpool University Medical 
Students Society, Medical School, Liverpool University, 
Liverpool. 


Refresher Courses for General Practitioners 

The British Postgraduate Medical Federation (University of 
London) has arranged a programme of refresher courses for 
general practitioners to be held at certain non-teaching hospitals 
of the four metropolitan hospital regions during the months 
September to December. The programme includes several week- 
end courses and extended courses spread over two months as 
well as concentrated courses of one or two weeks’ duration. 
Further information will be found in the advertisement columns 
of this week’s Journal. 


SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures 
marked @. Application should be made first to the institution 


concerned. 
Thursday 
EDINBURGH POSTGRADUATE BOARD FOR MEDICINE.—At University 
New Buildings (Anatomy Lecturé Theatre), Edinburgh, August 31, 
4.30 p.m., “ Muscles in Action,” by Professor R. D. Lockhart. 








Correction.—In the Journal of August 12 (p. 402) we listed under 
“ Books Received ” Jllustrations of Anatomy for Nurses, by Dr. E. B. 
Jamieson, The price of this should have been given as 12s. 








BIRTHS, MARRIAGES, AND DEATHS r 


BIRTHS % tt. 


Marshall.—On August 13, 1950, at The Croft, Buxton, to Dorothy (formerly 
Ead) and Dr. W. E. S. Marshall, Chapel-en-le-Frith, a second child— z 
Desmond John. 7 
Roads.—On August 11, 1950, at St. Mary’s Hospital, Paddington, London, W., 
to Evelyn (formerly Daniel), wife of Dr. Peter Roads, a son. 
Snaith.—On August 13, 1950, at Newcastle Genera! Hospital, to Mr. and Mrs. i 
Linton Snaith, a caughter. Py 
Varian.—On Auwust 8, 1950, at the Forbcs Fraser Hospital, Bath, to Katha : 
(formerly Greene), wife of S. N. Varian, M.B.E., F R.C.S.I., a daughter. 
Zaki.—On Augu 14, 1950, at Beach Lawn Nursing Home, to Irene (formerly 
Hope), wife of Dr. Y. E. Zaki, Wintonlea, Dowhills Road, Blundellsands, 
Liverpool, a brother for Stuart—Michael Simpson. 


DEATHS 


Ball.—On August 13, 1950, Ralph William Codrington Ball, 
L.R.C.P., of 40, Keswick Road, Putney, London, S.W. 

Barton.—On August 16, 1950, at his home, 61, Wellington Road, Hatch End, 
Pinner, Middlesex, Bertram Henry Barton, M.C., M.D., aged 67 


M.R.C.S., 





